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The  Influence  a Single 
Physician  Can  Exert 


At  the  close  of  the  House  of  Delegates,  two 
members  stopped  to  congratulate  me  and  ex- 
pressed hope  that  I could  help  advance  two  of 
their  ideas  for  improving  our  state  society  and, 
in  turn,  the  AMA.  When  I suggested  that  the 
House  of  Delegates  was  a perfect  forum  for  their 
proposals,  they  both  voiced  a reluctance,  atleast 
partially  based  on  fear  of  public  speaking.  Both 
ideas  were  good  and  would  have  benefited  from 
debate  by  other  physicians. 

Both  the  AMA  and  MSD  exist  solely  to 
represent  and  serve  their  members.  Indeed, 
they  will  cease  to  exist  without  change  and 
input  from  physicians.  I have  found  both  orga- 
nizations almost  pure  forms  of  participatory 
democracy,  with  a minimum  ofinterveningpoli- 
tics.  Both  of  these  societies  need  ideas  from  the 
ranks  of  active,  practicing  physicians. 

Member  physicians  can  influence  MSD 
policy  by  actively  participating  in  state  or  county 
societies,  or  simply  by  making  a presentation  to 
a committee  or  the  Board  of  Trustees  by  letter  or 
in  person.  The  MSD  welcomes  anyone  wishing 
to  serve  on  the  elected,  standing  or  ad  hoc 
committees.  Another  way  to  affect  policy  is 
through  your  respective  specialty  societies, 
where  your  idea  will  have  even  greater  weight 
when  a particular  segment  of  the  society  backs 
it. 

The  most  formal  approach  is  to  draft  a 
resolution  for  consideration  and  debate  at  the 
annual  meeting  of  the  House  of  Delegates  in 
November.  A particularly  timely  or  meritorious 
resolution  can  be  adopted  by  the  Board  of 
Trustees,  pending  approval  by  the  full  House 
of  Delegates  in  November,  or,  if  necessary, 
by  a special  convening  of  the  delegates  for  an 
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urgent  matter.  Board  approval  can  allow  early 
implementation  of  needed  resolutions  and  even 
introduction  of  a resolution  at  the  AMA  House  of 
Delegates  in  June.  The  structure  of  a resolution 
follows  a simple  format,  with  only  minor  incon- 
venience imposed  by  the  “whereases”  and  “be  it 
resolved’s.”  The  staff  of  the  Medical  Society 
would  be  happy  to  help  in  drafting  your  idea  into 
the  proper  format.  This  is  the  mechanism  by 
which  an  idea  can  originate  with  one  person  and 
eventually  influence  an  entire  organization. 

I want  to  emphasize  the  influence  a single 
physician  can  exert,  a thought  that  runs  counter 
to  current  wisdom  relegating  solo  practitioners 
to  history.  The  emergence  and  growth  of  hospi- 
tal- and  insurer-based  networks  has  changed 
the  future  and  role  of  solo  practitioners  and 
small  groups;  however,  I emphasize  “change” 
and  not  elimination.  Through  local  and  national 
professional  societies,  individual  physicians, 
whether  solo  or  part  of  networks,  will  continue 
to  exert  leverage  by  staying  active  and  involved. 

While  it  is  likely  health  system  reform  will 
evolve  through  the  end  of  the  decade,  many  of 
the  defining  moments  will  occur  over  the  next 
two  years.  There  is  little  doubt  that  the  way  we 
practice  will  be  significantly  changed  by  2001. 
Whether  we  like  the  changes  depends  on  how 
active  we  are  now. 
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SCIENTIFIC  ARTICLE 


Annual  Scientific  Program  Summary 
Medical  Society  of  Delaware 
Saturday,  November  20, 1993 


Again  this  year  I took  notes  at  all  the  formal  presentations  of  the  Annual  Scientific  Session,  and  shall 
try  to  summarize  them  for  those  members  who  were  unable  to  attend.  This  year’s  attendance  was  the 
largest  ever,  nearly  300,  perhaps  reflecting  an  uneasiness  over  health  care  reform  and  a growing 
realization  that  now  more  than  ever  before  we  need  to  have  unity,  acheive  some  degree  of  unanimity 
and  become  more  active  in  helping  to  shape  the  future. 

E.  Wayne  Martz,  MD 
Editor 


Physicians'  and  Organizational  Responses  for  the  Future 

by  Edward  F.X.  Hughes,  MD,  MPH 


If  this  was  indeed  the  reason  for  the  record 
attendance,  there  could  not  have  been  a better 
lead-off  batter  than  Edward  F.X.  Hughes,  MD, 
MPH,  of  Northwestern  University  Graduate 
School  of  Management,  who  addressed  us  on 
“Physicians’  and  Organizational  Responses  for 
the  Future.”  Intelligent,  articulate,  insightful 
with  a great  sense  of  humor,  he  made  a complex 
and  difficult  subject  fun. 

He  started  off  by  pointing  out  that  80  to  90 
percent  of  Americans  are  happy  with  the  medi- 
cal care  they  receive,  but  a majority  are  not 
satisfied  with  the  financing  mechanism.  Thus, 
we  should  not  talk  of  “health  care  reform,”  but 
of  health  financing  reform.  Some  37  million 
Americans  lack  financial  access  to  the  system, 
and  that  is  a firm  and  reliable  number.  The 
“engine”  that  is  driving  the  push  to  reform  is  “the 
fear  that  I may  become  one  of  that  37  million.” 

With  business  reorganizations  and  layoffs 
rampant  and  highly  publicized,  anyone  may 
lose  his  or  her  job,  and  with  it,  health  insur- 
ance. “I  can  get  another  job,  albeit  perhaps  at  a 
lower  salary,  but  I may  not  be  able  to  get  back 
my  health  insurance”  for  any  of  a variety  of 
reasons.  That  scares  people.  It  is  the  desire  for 
security  speaking,  and  Clinton  listened,  but 


Bush  did  not.  This  is  a process  of  social  choice 
and  will  go  on  for  many  years.  Even  the  legisla- 
tive side  will  not  be  resolved  for  at  least  a few 
years,  but  it  is  inexorable. 

There  are  many  models  we  can  choose  from, 
none  of  them  perfect  but  all  with  something  to 
offer,  and  in  any  change  this  vast,  there  will  be 
gainers  and  losers.  There  will  have  to  be  provi- 
sion for  retraining  and  re-education  to  soften 
the  blow  for  the  losers.  Dr.  Hughes  cited  10 
models  plus  two  clearly  unacceptable  ones,  the 
status  quo  and  “Darwinian  survival.”  The  10 
are  in  the  order  presented: 

1.  A National  Health  Service,  as  exempli- 
fied by  England 

2.  National  Health  Insurance  (different 
from  1.)  as  in  Canada 

3.  Play  or  pay,  as  in  Hawaii 

4.  Explicit  rationing,  as  in  Oregon 

5.  Mandated  personal  health  insurance 

6.  Medical  IRAs,  allowing  people  to  set 
money  aside  tax  free 

7.  Managed  competition,  as  presently  pro- 
posed by  Clinton 

8.  Some  sort  of  tinkering  with  the  tax  code 

9.  Institutional  reform  (small  groups) 

10.  Incremental  enhancements 
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Dr.  Hughes  defined  Managed  Competition 
as  the  structured  or  regulated  competition  of  a 
number  of  managed  care  plans  to  achieve  uni- 
versal access  to  health  care  of  good  quality  at  an 
acceptable  cost.  Far  from  being  socialist  or 
leftist,  it  will  provide  for  the  application  of 
standard  business  practices  to  health  care  (the 
“Invisible  Hand”  of  the  marketplace,  as  de- 
scribed by  Adam  Smith)  in  an  effort  to  “squeeze 
out  excess  supply  and  excess  profits  for  use  in 
other  desireable  social  functions.” 

As  presently  envisioned,  there  will  be  a 
national  super  Health  Board  overseeing  a large 
number  of  health  insurance  purchasing  coop- 
eratives, euphemistically  called  Health  Alli- 
ances, or  “HAs.”  (All  together  is  will  sound  like 
“HA-HA-HA....”)  Under  each  HA  (state  level?) 
will  be  a number  of  Area  Health  Plans,  which, 
with  ongoing  consolidations  and  mergers,  will 
deal  with  hospitals  and  doctors. 

We  are  already  seeing  what  can  be  viewed 
by  some  as  a social  maturation  process.  Per- 


haps furthest  along  in  this  is  the  Minneapolis/ 
St.  Paul  area.  Others  are  moving  with  incred- 
ible speed  (domino  effect?).  From  the  status 
quo,  with  independent  physicians  and  hospi- 
tals, we  see  the  formation  of  management  ser- 
vice organizations.  Initially  these  are  for  spe- 
cific limited  services  (e.g.,  billing,  record  keep- 
ing, etc.),  expanding  to  office  and  practice  man- 
agement to  relieve  doctors  of  paperwork  so  they 
can  practice  medicine  (surgery,  peds,  etc.).  These 
evolve  into  physician-hospital  organizations  in 
which  hospitals  buy  out  physician  practices,  or 
in  some  cases,  groups  of  physicians  buy  hospi- 
tals. These  may  be  open-ended  or  closed.  These 
can  evolve  into  comprehensive  medical  service 
organizations,  nonprofitfoundations,  staffmod- 
els  or  equity  models  and  eventually  “vertically 
integrated  health  delivery  systems,”  the  wave 
of  the  future.  Clearly,  practice  will  never  be  the 
same  as  it  has  been  for  the  past  30  years,  but 
doctors  will  still  be  needed,  respected  and  re- 
warded as  they  have  been  over  the  centuries. 


Clinical  Controversies  in  the  Management  of  Angina: 

Conservative  Approach  to  Managment  of  Acute  Myocardial  Infarction  and  Unstable  Angina 

by  John  D.  Rutherford,  MD 
and 

An  Aggressive  Approach  to  Acute  Myocardial  Infarction  and  Unstable  Angina 

by  Joseph  R.  Hartmann,  MD 


The  first  scientific  session  of  the  day  was  set  up 
as  a debate  between  two  eminent  cardiologists 
over  the  management  of  unstable  angina  and 
acute  myocardial  infarction.  Representing  the 
conservative  approach  and  emphasizing 
thrombolytic  and  medical  management  was  Dr. 
John  Rutherford,  a native  of  New  Zealand, 
listed  in  the  program  as  coming  from  Dallas, 
Texas,  currently  from  Boston.  Favoring  a more 
aggressive  approach  and  angioplasty  was  Dr. 
Joseph  Hartmann  of  Chicago.  Each  made  a 
convincing  20-minute  presentation,  then  for 
another  30  or  40  minutes  tried  to  demolish  the 
other’s  arguments  while  furthering  his  own. 

Clearly  unstable  angina  is  not  a single 
entity,  although  all  have  a basis  in  a compro- 


mised coronary  artery  circulation.  They  vary  in 
duration,  severity,  speed  of  progression  and 
may  even  be  related  to  other  problems  (e.g., 
anemia,  hypertension).  By  the  time  patients 
have  angina  at  rest  on  medication,  most  of  them 
have  a clot  present  in  a coronary.  The  most 
important  factor  in  the  evaluation  of  these 
patients  is  assessment  of  left  ventricular  func- 
tion (ejection  fraction),  but  if  this  is  satisfactory 
most  can  be  safely  managed  by  aspirin,  nitro- 
glycerin, and/or  beta  blockers.  Thrombolytic 
agents  (e.g.,  streptokinase)  have  an  important 
role  if  a clot  is  present.  This  should  be  followed 
by  heparinization  with  adequate  doses  — sig- 
nificantly larger  than  are  currently  popular, 
and  this  must  be  given  I.V. 
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Multiple  vessel  disease,  compromised  ejec- 
tion fraction,  do  better  with  surgery.  Although 
angioplasty  can  get  90  percent  of  vessels  open, 
30  percent  restenose  and  complications  are  a 
significant  drawback  (Emergency  CABG,  2 per- 
cent; Infarct,  4 percent).  Patients  in  shock  have 
a 60  percent  or  higher  mortality  unless  we  can 
get  a major  artery  opened. 

The  main  obj  ections  to  thrombolytic  therapy 
seem  to  be  that  only  35  percent  of  patients  are 
good  candidates  for  it.  The  other  65  percent  will 
need  some  other  approach.  In  addition,  a sig- 
nificant proportion  of  those  who  are  clinically 
improved  continue  to  have  asymptomatic 
ischemia  for  days  or  weeks  afterward,  which 
may  result  in  infarction.  Prompt  angioplasty 
can  be  done  in  nearly  all  patients,  and  even 


those  who  have  completed  infarcts  can  benefit 
from  having  arteries  reopened. 

In  this  battle  of  the  titans,  as  the  heat  of 
battle  rose  and  they  fired  salvos  of  statistics  at 
each  other,  they  seemed  to  forget  that  they  had 
a mixed  physician  audience.  As  the  acronyms 
flew  thick  and  fast,  TIMI,  GUSTO,  MUGA, 
PTCA,  LPA,  APSAC,  many  of  us  became  con- 
fused and  unable  to  follow  the  action. 

At  the  end,  Dr.  Hartmann  showed  a series 
of  hilarious  slides  and  one  liners  that  had  the 
entire  audience  roaring  with  laughter.  We  un- 
derstood that  and  forgave  all.  But  it  was  Dr. 
Rutherford  who  threw  the  last  thunderbolt 
describing  too  easy  angioplasty  as  “Ready.  Fire. 
Aim.”  It  was  fun. 


Evaluation  and  Management  of  Thyroid  Nodules 

by  Anthony  S.  Jennings,  MD 


Dr.  Anthony  Jennings  of  Presbyterian  Medical 
Center  in  Philadelphia  gave  a delightful  gem  of 
a paper  on  thyroid  nodules.  He  indicated  that  2 
to  4 percent  of  the  population  have  nodules  in 
their  thyroids  (I  was  never  able  to  find  any- 
where near  that  number),  but  malignancy  is 
uncommon,  fatality  is  rare  and  surgery  is  ex- 
pensive. Recurrences  of  thyroid  malignancies 
can  be  delayed,  even  as  long  as  30  years  after 
primary  removal.  The  problem  is  to  screen  and 
preselect  those  nodules  most  likely  to  be  malig- 
nant, and  early  enough  to  have  a good  probabil- 
ity of  cure.  A solitary  nodule,  before  age  20  and 
male  gender  militate  for  malignancy,  as  does 
Asian  heritage.  A history  of  radiation  is  not 
helpful  as  it  increases  the  number  of  benign 
nodules  in  the  same  proportion  as  malignant.  A 
painful  nodule  is  most  likely  thyroiditis,  al- 
though lymphoma  can  be  painful. 

When  you  get  down  to  consideration  of  the 
individual  patient,  statistics  are  really  not  help- 
ful, and  there  are  many  tests  and  workups 
available,  some  expensive  but  of  little  use  and 
others  very  helpful  and  relatively  cheap. 
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Probably  the  first  step  after  history/physi- 
cal is  thyroid  scan.  Easiest  and  quickest  is 
technesium  scan,  although  a “hot”  nodule  on 
technesium  is  not  necessarily  benign,  and  this 
must  be  followed  by  1-131  scan.  A hot  nodule  by 
radio-iodine  can  be  considered  benign.  Of  100 
scans,  15  will  be  hot.  Of  the  85  cold,  two  will  be 
cystic.  Of  the  83  left,  eight  will  be  malignant. 
Needle  aspiration  “biopsy”  distinguishes  those 
eight. 

In  reading  the  smear  from  the  aspiration, 
the  experience  of  the  pathologist  is  critically 
important.  Of  those  read  “malignant,”  all  must 
be  operated  and  90  percent  of  those  will  be 
confirmed.  Of  those  read  “benign,”  repeat  aspi- 
ration later  will  reveal  another  10  percent  ma- 
lignant reading,  which  will  have  to  be  removed. 
A middle  group  labeled  “suspicious”  may  need 
two  or  three  more  aspirations  before  they  can 
be  dismissed  as  benign.  A reading  of  “no  follicu- 
lar epithelium”  is  not  a negative.  It  means  you 
did  not  aspirate  from  the  nodule,  and  it  must 
repeat  the  procedure. 
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Tuberculosis  in  the  Coming  Decade  — An  Emerging  Epidemic 

by  David  Schlossberg,  MD 


Tuberculosis,  like  the  Phoenix,  sun  god  of  Egyp- 
tian mythology,  is  rising  again  from  its  own 
ashes.  A graph  of  the  incidence,  steadily  drop- 
ping since  the  early  1900s,  shows  an  abrupt 
change  for  the  worse  in  1984  when  the  AIDS 
epidemic  started  to  assert  itself,  and  the  picture 
grows  worse  year  by  year. 

Dr.  David  Sclossberg  of  Episcopal  Hospital, 
Medical  College  of  Pennsylvania,  described  the 
origin  and  mechanism  of  this  old/new  public 
health  menace;  and  for  those  too  young  to 
recall,  he  described  the  pathophysiology  we 
were  taught  in  medical  school  40  to  50  years 
ago.  This  included  the  initial  invasion  through 
the  respiratory  tract  by  this  tough,  resourceful 
fungus-bacterium,  the  prompt  and  often  dra- 
matic response  by  the  lymphatic  immune  sys- 
tem, the  hematogenous  seeding  throughout  the 
body.  Then,  depending  on  the  effectiveness  of 
the  immune  response,  the  suppression  of  the 
infection  in  most  areas. 

Since  the  flames  are  being  fanned  by  immu- 
nodeficiency, we  are  seeing  a higher  percent- 
age of  continuing  infection  in  those  extra  pul- 
monary sites,  and  he  described  many  of  them: 
miliary,  meningeal,  arthritic,  renal, 
otopharyngeal  and  so  on.  The  irresponsible 
lifestyle  of  many  HIV  patients  leads  to  incom- 
plete treatment,  which  fosters  the  development 
of  resistant  strains.  These  resistant  strains 
seeded  into  a nonimmune  and  unsuspecting 
public  under  the  care  of  doctors  not  used  to 
thinking  in  terms  of  tuberculosis,  hold  the  po- 
tential for  disaster. 

Dr.  Schlossberg  outlined  for  us  certain 
groups  that  would  be  worthwhile  screening 
with  tuberculin  skin  tests  (prisoners,  drug  us- 


ers, foreign  minorities,  HIV  contacts,  certain 
disease  groups,  such  as  diabetics,  chronic  lung 
disease  patients,  etc.).  The  current  approach  is 
for  prophylactic  treatment  of  PPD  converters 
who  have  any  other  risk  factor. 

Some  interesting  observations:  genetic  stud- 
ies confirm  that  adult  infection  can  be  with  new 
bacteria,  not  simply  the  reactivation  of  old  ones. 
HIV,  by  suppressing  the  immune  response, 
makes  a negative  PPD  meaningless  in  a high 
proportion  of  AIDS  patients.  These  patients  are 
so  susceptible  that  10  percent  per  year  develop 
tuberculosis,  and  indeed  tbc  may  often  be  the 
first  indication  of  HTV  positivity.  In  such  a 
patient,  multiple  drug  resistant  (MDR)  bacilli 
can  be  “as  incurable  as  malignancy,”  and  can  be 
fatal  in  four  to  16  weeks. 

Treatment  can  be  put  on  a rational  math- 
ematical basis.  Tuberculous  lesions  have  a 
known  number  of  bacteria:  cavitary  disease 
1010,  stable  fibrotic  lesion  103.  Each  drug  has  a 
resistance  pattern  — lx  10-6  bacilli  resist  INH, 
1 x ethambutol,  1 x 10-8  rifampin,  etc. 
Knowing  the  patient’s  disease  state  and  the 
resistance  pattern  of  his  or  her  bacilli,  we  can 
calculate  which  drugs  and  how  many  drugs 
that  patient  should  be  on.  If  your  patient  popu- 
lation shows  10  percent  MDR,  start  with  five 
drugs.  If  less  than  2 percent  MDR,  three  drugs 
is  enough.  Recently  a new  rapid  test  (lucif- 
erase)  for  resistance  patterns  is  being  devel- 
oped. Now  all  we  have  to  do  is  enforce  treat- 
ment. We  may  have  to  go  back  to  sanatoria  and 
enforced  incarceration  of  uncooperative,  irre- 
sponsible, contagious  individuals.  That  will 
produce  tonic  and  clonic  legal/judicial  convul- 
sion for  sure. 


Medicine  at  the  Olympics 

by  James  B.  Montgomery,  MD 


The  final  speaker  of  the  day  was  the  luncheon 
speaker,  James  B.  Montgomery,  MD,  an  ortho- 
pedist from  Dallas,  Texas,  who  was  the  head 
physician  for  the  United  States  teams  at  the 
1992  Summer  Olympic  Games  in  Barcelona. 


Barcelona  is  the  second  most  densely  popu- 
lated city  in  the  world  (Calcutta  is  the  first).  Its 
waterfront  disappeared  in  the  press  of  human- 
ity about  800  A.D.,  and  wasn’t  seen  since  until 
the  $8  billion  renewal  of  1991-92.  After  seeing 
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the  site  in  1990  and  saying  to  himself,  “No  way,” 
he  was  amazed  to  see  the  change  by  1992. 

The  U.S.  medical  care  team  consisted  of 
eight  physicians  experienced  in  sports  medi- 
cine and  representing  many  specialties,  one 
clinical  psychologist,  one  chiropractor  and  nu- 
merous trainers,  nurses,  physical  therapists, 
dietitians  and  other  health  care  personnel.  They 
cared  for  780  U.S.  athletes  and  their  families, 
averaging  278  visits  per  day  for  25  days.  During 
that  time,  they  cared  for  virtually  every  one  of 
the  athletes  at  least  once.  There  were  approxi- 
mately 250  illnesses,  650  injuries  and  75 
psychologic  counseling  sessions.  They  treated 
one  hip  fracture,  two  anterior  cruciate  ligament 
tears,  two  cases  of  “doping,”  and  there  were 
three  deaths  from  heart  attacks  in  family  mem- 
bers. 

Different  types  of  sports  gave  rise  to  differ- 
ent types  of  problems  and  injuries,  and  even  a 
minor  toenail  problem  can  make  the  fraction  of 
a second  difference  between  winning  a medal  or 
not.  One  big  problem  was  athletes  who  wanted 
to  sample  Barcelona  life  and  ate  meals  away 
from  the  training  table.  Dr.  Montgomery  often 
had  to  “make  do”  when  local  facilities  were 
unable  to  back  up  the  U.S.  doctors,  but  he  had 
great  praise  for  the  ambulance  system  in 
Barcelona.  Security  was  very  tight,  and  the 
U.S.  and  Israeli  compounds  were  put  at  the 
very  center  of  the  areas  where  anyone  visiting 
had  to  go  through  three  check  points. 

Dr.  Montgomery  wound  up  his  presenta- 
tion with  a real  “grabber”  of  a videotape,  a 
presentation  of  closeups  of  competing  athletes. 
It  was  outstanding  in  showing  the  superhuman 
effort,  concentration  and  determination  of  the 
athletes,  as  well  as  the  anguished  disappoint- 
ments when  they  failed  and  the  exultation 
when  they  succeeded.  For  some  reason  that  I 
cannot  fathom  there  was  not  a dry  eye  in  the 
place  when  the  tape  concluded.  Surveying  the 
audience  of  “cold-hearted,”  dispassionate  doc- 
tors, each  looking  away,  blowing  his  nose  and 
pretending  not  to  cry,  he  reassured  us  that  this 
is  the  normal  and  consistent  reaction.  A truly 
inspirational  film  clip. 

See  the  following  pages  for  photographs  of 
the  Annual  Meeting. 
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Dr.  Permut,  along  with  the  reference  committee 
discuss  the  health  care  reform  plan. 


Dr.  Carol  Tavani  and  committee  utilized  meeting 
space  in  Kentmere  for  their  discussions. 


Dr.  Favel  Chavin  and  committee  listen  to  comments 
from  attending  delegates. 


The  House  of  Delegates  convened  Friday  afternoon. 


Edward  F.X.  Hughes,  MD,  MPH,  addressed  the 
House  of  Delegates  Friday  morning,  November  19, 
on  Physician  Health  Organizations. 


Dr.  Garth  Koniver  met  with  his  committee  in  the 
Lewis  B.  Flinn  Library  on  Friday  morning. 


William  E.  Jacott,  MD,  vice  chair  of  the  Board  of 
Trustees  of  the  American  Medical  Association  ad- 
dressed the  House  of  Delegates  on  Friday  afternoon. 
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Dr.  Permut,  Dr.  J ames  Newman  and  Dr.  Stephen 
Grubbs  chat  prior  to  opening  the  Scientific 
session  on  Saturday  morning,  November  20. 


Representative  Mike 
Castle  addressed  phy- 
sicians and  guest  at  the 
annual  banquet  Satur- 
day night. 


A mariachi  band  strolled  among 
the  tables,  entertaining  guests 
during  dinner. 


Dr.  Hughes  rolled  up  his  sleeves  during  the  first 
scientific  program  on  Saturday  morning. 


Dr.  Thomas  Maxwell,  new  MSD  president,  and  Mark 
Meister,  MSD  executive  director  at  the  opening  of  the 
banquet. 


State  Senator  Herman  Holloway.  Sr.,  received  the 
President's  Award  at  the  banquet. 


Changing  of  the  guard — Dr.  Permut  to  Dr.  Maxwell. 
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If  cost,  practice  size  or  the 
decision  to  retire  are 
prohibiting  your  computer 
decisions ... 

...then  it’s  time  to  look  at  POCLite,  the  completely  integrated  practice 
management  system  you  can  afford. 

POCLite  is  developed  by  the  same  people  that  brought  you  POC; 
iSlStellimann  Kaissey  Limited.  We  maintain  close  proximity  to  the  pulse 
(of  the  medical  industry  and  realize  physicians  are  plagued  with  many 
Iconcerns: 

: V ; Government  Healthcare  Reform 
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I'--)]  Medicare  Cuts 

r ,,  Mandatory  Electronic  Billing 

1 

|That  is  why  we  developed  POCIite,  a simple,  cost  effective  software 
package  that  will  handle  your  practice  needs  today  and  tomorrow! 


POCLite  keeps  complete  patient  records 

Patient  ledger  activity 

Electronic  Claims  Submission 

Insurance  and  Patient  billing 

Special  reports  that  track  office  productivity 

Flexible  upgrade  & conversion  path  to  POC 

Software  pricing  from  $995  for  Medical  Society  Members 


Limited  Offer 

Extended  free  training  and  support  for  the 
first  50  offices  who  select  POCLite.  Soft- 
ware or  turn-key  packages  are  available 
at  special  introductory  rates  for  members  only. 

For  more  information  or  a demonstration 
call  302-888-3200  now! 


Endorsed  by  the  Medical  Society 
of  Delaware 
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Proceedings  of  House  of  Delegates,  1993 

Part  I 


The  204th  Annual  Meeting  of  the 
House  of  Delegates  of  the  Medical 
Society  of  Delaware  was  called  to 
order  at  the  Delaware  Academy  of 
Medicine  Building,  Wilmington, 
Delaware,  on  Friday,  November 
19, 1993,  at  1:30  p.m.,  with  Stephen 
R.  Permut,  MD,  President,  presid- 
ing. 

A quorum  was  declared. 

Amotion  was  made,  seconded, 
and  approved  to  adopt  the  Pro- 
ceedings of  the  1992  session. 

Special  guests  and  past  presi- 
dents of  the  Medical  Society  of 
Delaware  who  were  present  were 
recognized.  Doctor  Permut  then 
turned  the  meeting  over  to  Roger 
B.  Thomas,  Jr.,  MD,  Speaker  of 
the  House  of  Delegates,  for  the 
reports  of  the  Reference  Commit- 
tees. 


Medical  Society  of  Delaware's 
Health  Care  Plan 

The  Medical  Society  of  Del- 
aware’s Health  Care  Plan  was 
adopted  by  the  House  of  Del- 
egates with  minor  and  techni- 
cal changes  to  restore  elements 
that  were  either  omitted  or 
dropped  out  from  the  Society’s 
plan  as  it  was  published  in  the 
Delaware  Medical  Journal  and 
the  House  of  Delegates  hand- 
book. The  Medical  Society  of 
Delaware  (MSD)  and  the  Asso- 
ciation of  Delaware  Hospitals 
(ADH)  have  worked  together 
to  develop  a proposal  to  ad- 
dress health  care  reform  in 


Delaware.  The  combined  MSD/ 
ADH  proposal  appears  in  this 
issue  of  the  Delaware  Medical 
Journal  beginning  on  page  47. 

Reports  of  the  Officers 

Report  of  the  President 

Certainly,  the  position  of  president 
of  the  Medical  Society  of  Delaware 
is  a time-consuming  one,  but  I can 
honestly  say  that  it  has  been  a most 
enjoyable  year,  despite  the  turmoil 
that  exists  in  health  care.  I have 
thoroughly  enjoyed  every  minute 
of  the  presidency  and  have  been 
exhilarated  by  the  level  of  partici- 
pation of  our  members  in  dealing 
with  some  of  the  very  difficult  is- 
sues before  us. 

Most  of  the  rest  of  this  article 
will  deal  with  the  accomplishments, 
as  well  as  the  shortcomings,  of  the 
past  year.  However,  I can  say  with 
full  confidence  that  the  state  of  the 
Medical  Society  of  Delaware  is  ex- 
cellent in  large  part  because  of  the 
staff  support  that  the  Society  re- 
ceives from  Mark  Meister,  its  ex- 
ecutive director,  and  the  other 
members  of  the  staff  of  the  Society, 
the  Journal,  and  the  insurance 
agency. 

In  addressing  the  state  of  the 
health  care  delivery  system  in  Dela- 
ware and  in  the  nation,  there  is 
really  not  much  new  information 
that  can  be  imparted  through  this 
article.  Certainly  every  newspaper 
and  magazine  has  dealt  with  these 
issues  over  the  past  several  years, 


and  I have  tried  in  prior  President’s 
Pages  to  keep  you  abreast  of  the 
happenings  of  the  Society  in  this 
regard. 

I would  like  to  summarize  the 
accomplishments  that  have  oc- 
curred through  the  year,  as  well  as 
the  disappointments  during  the 
year. 

I believe  that  the  disappoint- 
ments have  been  few  but  signifi- 
cant. The  greatest  disappointment 
was  the  passage  and  signing  into 
law  of  the  physical  therapy  bill, 
which  now  essentially  allows  physi- 
cal therapists  to  practice  medicine 
without  a medical  license.  The  bill 
allows  physical  therapists  to  evalu- 
ate and  treat  patients  without  a 
physician  referral  for  up  to  30  days. 
After  30  days,  consultation  with  a 
physician  must  take  place  before 
further  treatment  can  be  rendered. 
Even  in  the  face  of  this  disappoint- 
ment, however,  it  was  possible  to 
reach  a compromise  which  I be- 
lieve limits  the  potential  harm  to 
patients  through  the  30-day  time 
limitation.  I do  feel  a personal  sense 
of  disappointment  in  that  this  is- 
sue had  been  before  the  legislature 
on  repeated  occasions,  and  it  was 
through  our  inability  to  educate 
the  public  and  the  legislators  that 
this  was  not  a parochial  issue  but 
an  issue  of  public  safety  that  was 
our  shortcoming. 

In  the  coming  legislative  ses- 
sion, there  will  be  two  more  such 
bills  that  will  come  before  the  leg- 
islature. In  the  case  of  the 
optometric  bill,  although  it  was 
vetoed,  the  governor’s  message  re- 
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garding  that  veto  outlined  the  way 
that  this  legislation  could  be  recast 
such  that  he  would  sign  it.  Again, 
I fear  that  unless  we  can  adequately 
educate  the  legislature  about  the 
danger  to  the  public  of  having  op- 
tometrists use  medications  in  the 
eye,  we  will  again  be  disappointed. 

The  other  bill  before  the  legis- 
lature is  one  that  would  allow  ad- 
vance practice  nurses  (advanced 
registered  nurse  practitioners)  to 
practice  independently  and  to  have 
unlimited  prescribing  privileges. 
Again,  I feel  that  this  would  create 
an  unacceptable  danger  to  the  pub- 
lic. In  the  case  of  the  nursing  bill, 
however,  I do  believe  that  if  the 
appropriate  levels  of  physician 
supervision  can  be  assured  through 
the  legislation  that  a compromise 
could  be  achieved  to  improve  pa- 
tients’ access  to  care  while  protect- 
ing them  against  inappropriate 
practice  by  nurses.  Happily,  those 
are  the  only  issues  that  I can  recall 
which  resulted  in  negative  out- 
comes. 

On  the  positive  side,  the  Soci- 
ety has  responded  in  an  excellent 
manner  to  the  cries  for  a health 
care  reform  plan  for  the  state.  This 
was  accomplished  by  an  Ad  Hoc 
Committee  on  Health  Care  Re- 
form comprised  of  specialty  soci- 
ety representatives  who  devoted 
much  of  their  summer  to  develop- 
ing such  a plan.  I hope  that  by  the 
time  you  read  this,  the  Society’s 
plan  will  have  been  merged  with  a 
similar  plan  developed  by  the  As- 
sociation of  Delaware  Hospitals 
and  will  have  been  reviewed  in 
detail  at  the  House  of  Delegates 
meeting. 

At  this  time  last  year,  the  So- 
ciety was  somewhat  devastated  by 
the  announcement  by  our  long- 
standing lobbyist,  Ned  Davis,  that 
he  had  decided  to  provide  repre- 
sentation in  other  quarters  and 
that  we  would  need  to  find  a new 
legislative  representative.  The 
search  to  replace  Ned  was  an  ex- 
tensive and  educational  one — edu- 
cational in  that  we  learned  a lot 


about  the  lobbying  process  that  we 
did  not  know  previously.  The  re- 
sult of  that  search  led  us  to  Phil 
Corrozi,  who  has  proved  to  be  an 
outstanding  representative  of  the 
Society  at  the  legislature,  and  we 
anticipate  a long  and  fruitful  rela- 
tionship with  Phil  as  our  represen- 
tative. 

The  Society  had  received  notice 
during  the  year  that  Pennsylvania 
Blue  Shield,  the  state’s  Medicare 
carrier,  was  planning  to  close  its 
Delaware  office.  In  large  part 
through  physician  and  Society  com- 
ment  on  that  planned  closure, 
Pennsylvania  Blue  Shield  changed 
its  decision,  and  there  continues  to 
be  a physical  presence  of  our  Medi- 
care intermediary  in  the  state. 

Also  during  the  current  year, 
Dr.  William  Duncan  agreed  to  be 
the  president  of  MSDIS,  our  insur- 
ance subsidiary.  Through  Bill’s 
diligent  efforts,  along  with  those  of 
Anne  Bader,  the  profile  and  mar- 
keting information  for  the  subsid- 
iary have  been  greatly  enhanced. 
In  this  manner  the  Society  has 
been  reminded  of  the  role  that  our 
subsidiary  plays  in  assuring  the 
availability  of  malpractice  insur- 
ance at  reasonable  cost  in  the  state. 

Under  the  chairmanship  of  Dr. 
Tony  Cucuzzella,  a committee  to 
look  at  the  computerization  of 
medical  office  billing  systems  and 
the  development  of  a unified  com- 
puter network  for  the  state  has 
been  undertaken  and  is  making 
significant  progress.  The  major 
health  insurance  carriers  for  the 
state  have  responded  favorably  to 
this  endeavor.  We  look  forward  in 
the  coming  year  to  realizing  the 
dream  of  a unified  electronic  inter- 
mediary for  the  state  and  then, 
hopefully,  one  that  could  intercon- 
nect with  a federal  system  under 
health  care  reform. 

During  the  past  year  the  Soci- 
ety has  been  involved  in  yet  an- 
other new  endeavor:  the  founding 
and  functioning  of  a Health  Care 
Providers  Association  for  the  state 
of  Delaware.  In  cooperation  with 


the  Association  of  Delaware  Hospi- 
tals, retail  pharmacists,  indepen- 
dent medical  labs,  and  nursing 
homes,  a coalition  has  come  together 
to  provide  public  relations  at  the 
grass  roots  level  for  the  large  con- 
tingent of  health  care  providers  and 
the  health  care  industry  in  the  state 
of  Delaware.  It  is  hoped  that  through 
this  organization  the  public  will  be 
better  educated  about  the  role  that 
the  health  care  industry  plays  in 
the  state.  The  association  is  also 
workingto  ensure  that,  under  health 
care  reform,  patient  care  can  be 
maintained  at  its  current  high  lev- 
els. 

Another  major  project  of  the  So- 
ciety which  has  really  exceeded  all  of 
our  expectations  in  terms  of  its  level 
of  success  has  been  the  Voluntary 
Initiative  Program.  This  program, 
conceived  of  by  my  predecessor,  Dr. 
Jim  Marvel,  and  stimulated  by  the 
health  reform  initiatives  of  former 
Governor  Castle,  has  been  insti- 
tuted in  a near  flawless  fashion  and 
is  serving  a large  number  of  Medic- 
aid recipients  who  previously  had 
no  access  to  primary  care  physi- 
cians with  a continuity  of  care  rela- 
tionship. We  anticipate  that  this 
program  will  grow  over  time  and 
may,  in  fact,  at  some  point  develop 
into  a managed  care  network  for 
Medicaid  recipients  and  possibly 
others. 

Another  program  which  has 
been  initiated  during  the  current 
year  is  the  Physicians’  Advocate 
Program,  headed  by  Jana  Siwek. 
This  program  offers  training  for 
physicians  and  their  staff  in  the 
various  aspects  of  third-party  bill- 
ing and  provides  a service  to  trouble- 
shoot difficult-to-collect  claims. 
Again,  the  program  is  very  new,  but 
even  in  the  early  months  of  its  op- 
eration, it  is  proving  to  be  extremely 
successful. 

The  Medical  Society’s  two  foun- 
dations are  also  off  to  a good  start. 
The  Delaware  Foundation  for  Medi- 
cal Services,  designed  to  support 
the  VIP,  is  organized  and  in  the 
early  stages  of  determining  how 
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ongoing  funding  will  be  maintained 
to  operate  the  VIP.  To  date,  some 
tax  savings  have  been  accomplished 
by  having  part  of  the  MSDIS  divi- 
dend go  to  both  foundations.  We 
hope  that,  with  collaboration  with 
the  Medical  Alliance,  other  fund- 
raising activities  can  be  developed 
to  continue  to  support  the  out- 
standing efforts  of  the  VIP.  Our 
Medical  Education  Foundation  is 
similarly  organized  and  up  and 
running.  This  foundation  supports 
the  Physicians’  Health  Committee, 
as  well  as  the  Society’s  continuing 
medical  education  program.  Again, 
we  hope  to  develop  good  fund-rais- 
ing techniques,  both  through  the 
internal  operation  of  the  CME  pro- 
gram and  solicitation  of  outside 
support. 

Also  instituted  this  year  and 
very  successful  has  been  the  devel- 
opment of  a new  source  of  informa- 
tion to  the  Society’s  Board  of  Trust- 
ees. This  has  been  accomplished 
by  holding  regular  meetings  of  all 
committee  chairs  so  that  there  can 
be  the  opportunity  for  cross-fer- 
tilization among  the  different  com- 
mittees. This  allows  the  products 
of  that  cross-fertilization  to  be  pre- 
sented to  the  Board  of  Trustees. 

In  the  vein  of  improved  com- 
munication within  the  profession, 
the  concept  of  a resident  represen- 
tative to  the  Board  of  Trustees  has 
been  expanded  to  develop  a resi- 
dent section  of  the  Society.  There 
have  been  two  meetings  of  that 
section  held  to  date,  initiated  by 
the  outgoing  resident  representa- 
tive, Dr.  Ralph  Aurigemma,  and 
the  new  resident  representative, 
Dr.  Christa-Marie  Singleton.  The 
response  by  residents  in  the  state 
was  very  encouraging,  and  based 
upon  that  response  the  Society 
plans  to  form  a young  physicians 
section  of  the  Society,  which  would 
also  have  representation  on  the 
Board  of  Trustees. 

In  response  to  an  issue  identi- 
fied by  the  Delaware  Board  of 
Medical  Practice,  the  Society  has 
this  year  formed  a committee  of 


physicians  represented  by  the  vari- 
ous specialty  societies.  These  phy- 
sicians have  agreed  to  provide  the 
board,  on  a rotating  basis,  with 
impartial  expert  testimony  when 
the  board  has  hearings  which  re- 
quire the  introduction  of  such  evi- 
dence. It  is  hoped  that  through 
this  committee  and  these  options 
the  Society  can  assist  the  board  to 
more  efficiently  fulfill  its  role  of 
the  profession  policing  itself,  thus 
assuring  Delawareans  of  the  high- 
est quality  of  medical  care. 

During  the  year,  the  Society 
has  continued  its  excellent  work- 
ing relationship  with  Delaware’s 
United  States  congressional 
delegation  and  their  staffs.  It  is 
anticipated  that  as  federal  leg- 
islation for  health  care  reform 
is  proposed  this  relationship  will 
allow  the  Medical  Society  to  have 
input  into  the  final  federal  health 
care  reform  plan. 

Another  major  issue  on  the 
Delaware  medical  horizon  has  been 
the  change  in  health  care  coverage 
by  the  DuPont  Company.  The 
Medical  Society  felt  that  this  was 
an  issue  of  sufficient  importance 
for  appropriate  involvement  of  the 
Society.  Thus,  we  have  been  meet- 
ing regularly  with  representatives 
of  both  the  DuPont  Company  and 
the  Aetna  Health  Plan.  These  meet- 
ings have  been  very  fruitful  and 
have  provided  an  opportunity  for 
the  Society  to  express  its  opinions 
regarding  the  development  of  this 
plan. 

Finally,  but  certainly  not  of 
least  importance,  is  the  fact  that 
the  Society  has  developed  strong 
ties  with  the  Carper  Administra- 
tion and  has  been  meeting  regu- 
larly with  the  new  secretary  of 
Health  and  Social  Services, 
Carmen  Nazario.  There  has 
been  a constructive  exchange  of 
information,  and  the  Society  can 
look  forward  to  an  ongoing  posi- 
tive relationship  with  the  state 
administration. 

All  in  all  it  has  been  an  excit- 
ing year  as  president  of  the  Medi- 


cal Society  of  Delaware.  While  there 
have  been  occasional  setbacks,  the 
vast  majority  of  the  activities  in 
which  the  Society  has  engaged  have 
borne  positive  fruit.  Again,  none  of 
these  activities  could  have  been  car- 
ried out  without  the  support  of  the 
membership  and  Mark  Meister  and 
his  staff. 

The  Society  is  being  passed  on 
to  highly  competent  hands,  and  I 
know  that  Dr.  Tom  Maxwell  as  presi- 
dent and  Dr.  Michael  Bradley  as 
president-elect  are  anticipating 
another  very  exciting  year  with  lots 
of  activity. 

Finally,  I would  like  the  Society 
and  Tom  and  Mike  to  know  that  I 
stand  ready  to  assist  them  in  any 
way  that  I can  in  the  years  to  come. 

Thank  you  for  allowing  me  to 
serve  as  your  president. 

Stephen  R.  Permut,  MD 
President 

The  report  was  filed  with  com- 
mendations for  the  fruitful  and 
productive  term  of  office  of  Dr. 
Permut. 


Report  of  the  President-Elect 

It  has  been  an  active  year,  as  could 
be  expected.  Monthly  Board  of  Trust- 
ees meetings  for  both  the  Medical 
Society  of  Delaware  and  the  New 
Castle  County  Medical  Society  have 
been  the  core  preparation  for  the 
months  ahead.  I have  been  active  on 
the  Budget  and  Office  Computer- 
ization Committees,  both  of  which 
have  had  considerable  activity  this 
year. 

To  prepare  for  the  legislative 
struggle  with  the  Advanced  Prac- 
tice Nurses,  Wayne  Martz,  Jorge 
Pereira-Ogan,  Mark  Meister,  and  I 
met  with  representatives  of  this 
group  in  an  attempt  to  find  some 
common  ground;  unfortunately, 
there  was  none.  The  mood  of  the 
legislature  in  Dover  and  the  Con- 
gress seems  to  be  quite  in  favor  of 
essentially  allowing  nurses  to  prac- 
tice medicine.  Despite  this  disposi- 
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tion,  the  Medical  Society  will  op- 
pose their  bill  vigorously. 

I have  been  the  MSD  repre- 
sentative to  the  regional  Carrier 
Advisory  Committee,  which  meets 
quarterly  to  review  problems  with 
our  Medicare  carrier,  Pennsylva- 
nia Blue  Shield.  This  also  has  been 
an  active  project,  most  recently 
when  PA-BS  tried  to  collect  for 
three  years  of  lab  overpayment  to 
physicians  here  as  well  as  other 
states.  The  mistake  was  completely 
the  carrier’s  fault,  but  has  already 
required  one  trip  to  the  regional 
office  in  Philadelphia  and  likely 
will  require  a second  before  the 
problem  is  settled.  These  meet- 
ings provide  insight  into  some  of 
the  workings  of  Medicare  and 
HCFA,  i.e.,  the  governmental  way 
of  business. 

In  the  role  of  private  practice 
physician,  I am  on  the  QA/UR  and 
Provider  Relations  Board  for  Prin- 
cipal Health  Care.  This  has  pro- 
vided insight  into  some  of  the  work- 
ings of  an  HMO  and  hopefully 
equipped  me  with  contacts  and 
skills  to  avert  or  at  least  ease  prob- 
lems between  Society  members  and 
HMOs. 

By  chairing  the  United  Way 
Drive  for  the  MSD  again  this  year, 
I hope  to  establish  a base  for  con- 
sistent physician  participation. 
The  survey  I conducted  this  year 
was  an  eye-opener  for  me,  and  I 
hope  to  use  this  information  to 
improve  the  United  Way’s  image 
for  physicians. 

Steve  Permut  has  initiated 
quarterly  meetings  with  HSS  Sec- 
retary Carmen  Nazario,  and  I have 
been  to  both  of  these  meetings.  I 
hope  to  continue  this  dialogue  in 
1994,  as  many  potential  problems 
and  hurdles  can  be  anticipated  and 
prevented  or  lessened  when  this 
sort  of  discourse  takes  place. 

At  Senator  Roth’s  invitation, 
Steve  Permut  and  I were  co-panel- 
ists  at  a state-wide  High  School 
Honors  program  on  health  care. 
Hopefully,  by  always  having  MSD 
physicians  available  for  public  fo- 


rums, we  can  exert  grass  roots 
influence  on  the  reform  process.  I 
have  heard  the  phrase  “All  politics 
is  local  politics,”  enough  times  to 
understand  that  what  we  do  at 
home  does  affect  the  way  our  con- 
gressional representatives  vote  in 
Washington. 

Other  local  activities  included 
working  at  Claymont  Health  Ser- 
vices and  doing  some  recruiting  for 
physicians  here  and  for  the  Volun- 
tary Initiative  Program. 

AMA  activities  were  prima- 
rily educational  for  me,  learning 
how  the  AMA  works  and  develops 
policy.  This  has  required  four  trips 
to  Washington  (including  one  as 
delegate  to  the  ASIM),  one  to  Chi- 
cago for  the  annual  meeting,  and 
one  to  Atlanta  for  the  annual  Lead- 
ership Conference.  The  trips  to 
Washington  have  included  meet- 
ings with  Congressman  Castle 
twice,  Senator  Biden  once  for  over 
an  hour,  and  once  briefly  with  Sena- 
tor Roth.  Each  trip  usually  involved 
meetings  with  congressional  aides 
to  discuss  health  reform  and  re- 
lated issues. 

In  terms  of  AMA  national  ac- 
tivities, I would  like  to  have  our 
delegation  become  more  active,  but 
this  has  been  difficult  since  our 
caucus  has  been  with  many  large 
states  in  the  Southeastern  Cau- 
cus. It  might  be  possible  to  form 
something  more  relevant  for  Dela- 
ware, either  in  a caucus  comprised 
of  neighboring  states  or  even  a 
“Small  States  Caucus”  constituted 
of  states  with  fewer  than  five  del- 
egates. 

As  MSD  representative,  I at- 
tended the  annual  meetings  of  the 
Pennsylvania  Medical  Society  and 
the  Maryland  Medical  and 
Chirurgical  Faculty.  The  trip  to 
Maryland  will  be  helpful  in  the 
coming  year  since  the  Maryland 
legislature  passed  a strong  health 
care  reform  bill,  and  we  need  to 
keep  contact  with  state  medical 
societies  engaged  in  this  reform. 

Lastly,  but  most  importantly, 
I was  on  Steve  Permut’s  Ad  Hoc 


Committee  to  develop  an  MSD 
health  care  system  reform  proposal. 
This  was  a distinct  pleasure.  I am 
constantly  amazed  by  the  depth  of 
intellect  and  wisdom  of  physicians. 
The  framework  and  analysis  pro- 
vided by  this  committee  will  be  a 
valuable  tool  for  the  Society  to  use 
as  reform  moves  ahead. 

Thomas  J.  Maxwell,  MD 
President  Elect 

The  report  was  filed. 

Report  of  the  Vice  President 

As  your  Vice  President,  this  has 
been  a learning  year  for  me  and  one 
of  great  changes  in  the  medical  care 
field.  I assisted  the  President  and 
President-Elect  in  their  numerous 
duties.  In  April  of  this  year,  I at- 
tended a leadership  conference  in 
conjunction  with  the  Pennsylvania 
Medical  Society  in  Harrisburg, 
Pennsylvania.  Later  that  month,  I 
also  traveled  to  Washington  with 
our  Executive  Committee  to  meet 
with  our  congressman  and  senators 
regarding  health  care.  I gave  testi- 
mony to  the  Delaware  Legislature 
in  June  regarding  the  Optometry 
Bill. 

I also  served  on  the  Ad  Hoc 
Committee  to  review  the  Clinton 
Health  Plan.  I worked  over  the  sum- 
mer along  with  members  of  that 
committee  to  draft  a health  care 
reform  package.  The  Society  is  now 
forwarding  this  plan  to  the  Dela- 
ware Health  Care  Commission  along 
with  representatives  of  the  Associa- 
tion of  Delaware  Hospitals. 

I look  forward  to  serving  the 
Medical  Society  over  the  next  year. 

Michael  J.  Bradley,  DO 
Vice  President 

The  report  was  filed. 

Report  of  the  Secretary 

The  Society’s  Board  of  Trustees  has 
held  ten  meetings  during  the  past 
year.  All  business  transacted  by  the 
Society  has  been  recorded  in  the 
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minutes  as  presented  by  the  Sec- 
retary. The  Medical  Society’s  com- 
mittees have  also  held  numerous 
meetings  throughout  the  year,  and 
minutes  are  on  file  in  the  office  of 
the  Society. 

A comparison  of  the  Society’s 
membership  in  1993  and  1992  fol- 
lows: 


A complete  report  of  the  Proceed- 
ings of  the  1993  House  of  Del- 
egates will  appear  in  the  January 
1994  and  February  1994  issues  of 
the  Delaw  are  Medical  Journal. The 
report  will  also  be  on  file  in  the 
office  of  the  State  Medical  Society. 

Carol  A.  Tavani,  MD 
Secretary 

The  report  was  filed. 

Treasurer's  Report 

The  financial  statement  accompa- 
nying this  report  reflects  the  first 
nine  months  of  activity  for  the 
1993  fiscal  year. 


After  nine  months  of  opera- 
tions, it  appears  as  though  fiscal 
year  1993  will  end  very  close  to  our 
initial  budget  projections,  with  rev- 
enues slightly  higher  than  antici- 
pated and  total  expenses  for  year’s 
end  at  budgeted  levels.  Specific 
budget  line  items  as  of  September 
30,  1993,  worthy  of  special  note 
include  the  following: 


Revenue 

• Membership  dues  col- 
lected for  1993  are  at 
99.85  percent  of  budget; 

• The  Society  again  re- 
ceived an  administrative 
fee  from  PHICO  in  the 
amount  of  $40,000; 

• Receipts  from  sales  of 
last  year’s  roster  brought 
in  approximately  $5,500 
more  than  budgeted; 

• Dividends  received  from 
MSDIS  for  operating 
budget  were  $85,000, 
with  an  additional 
$10,000  contribution 
from  MSDIS  paid  to  the 
Society’s  new  charitable 
foundation,  the  Dela- 
ware Medical  Education 
Foundation,  Ltd. 

Expenses 

•Personnel  expenses  are 
slightly  under  budget,  with 
the  pension  plan  contribu- 
tion yet  to  be  made  for  1993; 

• The  Board/Committee  line  item 
is  approximately  10  percent  over 
budget,  due  to  the  increased  ac- 
tivity this  year  regarding  health 
care  reform; 

• The  Physicians’  Advocate  line 
item  is  under  budget  due  to  a 
slower  than  anticipated  start  to 
the  new  Delaware  Physicians’ 
Advocacy  Program; 

• Computer  support  is  over  bud- 
getby  approximately  $1,000,  due 
to  the  need  to  update  existing 
software  applications  and  sev- 
eral computer  repairs; 

• The  public  relations  expense 
item  is  slightly  over  budget  due 
to  the  current  arrangement  with 


1993 

Membership* 

Dues 

Dues 

Davinn 

exempt  Affiliates  Total 

Kent  95 

New 

23  5 

118 

Castle  748 

191  96 

1,035 

Sussex  136 

30  4 

170 

979 

239  105 

1,324 

* As  of  10/25/93.  Figures  did  not  include 

seven  pending  applications. 

1992  Membership** 

Dues- 

Dues- 

paving 

£X£2Q£l  Affiliates  Total 

Kent  91 
New 

14  4 

109 

Castle  701 

177  55 

933 

Sussex  132 

21  2 

158 

924 

215  61 

1,200 

**  Figures  did  not  include  64  pending  appli- 

cations. 

the  new  legislative  specialist  and 
consultants; 

• The  dues/contributions  line  item 
is  over  budget  by  approximately 
$12,500,  due  to  contribution  to 
the  newly  formed  Delaware 
Health  Care  Providers  Associa- 
tion. 

Included  with  this  report  is  a 
statement  of  the  banking  and  fund 
account  balances  as  of  September 
30,  1993.  The  asset  appreciation, 
i.e.,  “change  in  value,”  reflected  in 
the  Capital  Management  and  bal- 
anced long  term  investment  funds 
has  exceeded  our  expectations,  and 
Chip  Cruise  at  Greenville  and  Jim 
Kalill,  Sr.  at  Compu-Val  are  to  be 
commended  for  their  superb  man- 
agement of  these  funds.  Please  re- 
fer to  the  Report  of  the  Budget  and 
Finance  Committee  for  more  infor- 
mation on  the  Society’s  investment 
accounts. 

Much  thanks  and  appreciation 
goes  to  all  the  staff,  especially  Mr. 
Meister,  for  the  help  I have  received 
in  daily  operations  as  well  as  compi- 
lation of  the  figures  and  data  that 
were  necessary  during  the  year. 

Garth  A.  Koniver,  MD 
Chairman 

The  report  was  filed  with  the 
following  attachments. 

Independent  Auditors'  Report 

Board  of  Directors 
Medical  Society  of  Delaware 

& Subsidiary 
Wilmington,  Delaware 

We  have  audited  the  accompa- 
nying consolidated  balance  sheet  of 
the  Medical  Society  of  Delaware  & 
Subsidiary  as  of  December  31, 1992, 
and  the  related  consolidated  state- 
ments of  revenue  and  expenses, 
changes  in  fund  equity,  and  the 
changes  in  financial  position  for  the 
year  then  ended.  These  financial 
statements  are  the  responsibility  of 
the  Society’s  management.  Our  re- 
sponsibility is  to  express  an  opinion 
on  these  financial  statements  based 
on  our  audit. 
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We  conducted  our  audit  in  ac- 
cordance with  generally  accepted 
auditing  standards.  Those  stan- 
dards require  that  we  plan  and 
perform  the  audit  to  obtain  rea- 
sonable assurance  about  whether 
the  financial  statements  are  free 
of  material  misstatement.  An  au- 
dit includes  examining,  on  a test 
basis,  evidence  supporting  the 
amounts  and  disclosures  in  the 
financial  statements.  An  audit  also 
includes  assessing  the  accounting 
principles  used  and  significant 
estimates  made  by  management, 
as  well  as  evaluating  the  overall 
financial  statement  presentation. 
We  believe  that  our  audit  provides 
a reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial 
statements  referred  to  above 
present  fairly,  in  all  material  re- 
spects, the  financial  position  of  the 
Medical  Society  ofDelaware  & Sub- 
sidiary as  of  December  31,  1992, 
and  the  results  of  its  operation  and 
its  changes  in  financial  position 
for  the  year  then  ended  in  confor- 
mity with  generally  accepted  ac- 
counting principles. 

Our  audit  has  been  made 
primarily  for  the  purpose  of  form- 
ing the  opinion  stated  in  the  pre- 
ceding paragraph.  The  additional 
information  contained  in  this  re- 
port is  presented  for  purposes  of 
additional  analysis  and  is  not  a 
required  p art  of  the  basic  financial 
statements.  Such  information  has 
been  subjected  to  the  auditing  pro- 
cedures applied  in  the  audit  of  the 
basic  financial  statements  and,  in 
our  opinion,  is  fairly  stated,  in  all 
material  respects,  in  relation  to 
the  financial  statements  taken  as 
a whole. 

Haggerty  & Haggerty 

Certified  Public  Accountants 
February  22,  1993 
Kent  County  Medical  Society 
From  January  1993  up  to  the 
present,  nine  new  members  joined 
the  society  and  three  members  left 
the  state,  for  a net  gain  of  six.  One 
member  retired  and  was  moved  to 


the  exempt  status. 

The  society  was  greatly  sad- 
dened by  the  untimely  demise  of 
James  Gallagher,  MD,  in  March 
1993.  He  is  best  remembered  for 
his  medical  missionary  work  in 
South  America  and  his  association 
with  the  Dover  Pregnancy  Center. 

The  society  received  two  com- 
plaints: one  count  each  against 
two  members,  one  in  January  and 
the  other  one  in  February.  The 
complaints  were  eventually  for- 
warded to  the  Ethics  Committee  of 
the  state  society  for  resolution. 

There  is  still  a lack  of  primary 
care  physicians  in  the  county.  And 
to  make  matters  worse,  one  family 
practitioner  and  one  pediatrician 
left  the  county  recently.  The  estab- 
lishment of  the  Pediatric  Clinic  in 
Dover  in  September  for  the  indi- 
gent by  the  Alfred  I.  duPont  Insti- 
tute is  a welcomed  relief. 

Kent  General  Hospital  re- 
cently obtained  approval  from  the 
state  to  build  a comprehensive 
psychiatric  facility  in  Dover  with 
alcohol  and  drug  rehabilitation 
programs.  This  would  be  the  first 
of  its  kind  in  southern  Delaware. 

The  society  had  three  quar- 
terly meetings.  As  in  past  years, 
the  summer  meeting  with  the 
crabfest  was  the  best  attended 
meeting. 

Lamberto  M.  Arellano,  MD 
President 

The  report  was  filed. 

New  Castle  County 
Medical  Society 

The  New  Castle  County  Medical 
Society  held  three  regular  mem- 
bership meetings,  plus  a joint  meet- 
ing with  the  Delaware  Society  of 
Internal  Medicine  and  the  Dela- 
ware Academy  of  Family  Physi- 
cians. Topics  included  trends  in 
primary  education,  an  update  on 
legislative  activities  in  Washing- 
ton, an  overview  of  physician/hos- 
pital organizations  and  discussion 


of  health  care  reform. 

Dr.  Jack  Ende,  director  of  Am- 
bulatory Care  Education  at  the 
Hospital  of  the  University  of  Penn- 
sylvania, presented  a program  on 
the  trends  in  primary  care  educa- 
tion. Doctor  Ende  summarized  the 
development  of  medical  education 
and  noted  that  there  is  not  enough 
emphasis  on  producingprimary  care 
physicians  today.  In  his  opinion, 
the  health  care  system  needs  major 
reform.  Some  of  his  suggestions  in- 
cluded offering  financial  incentives 
for  primary  care  physicians  and  a 
new  method  for  funding  graduate 
medical  education. 

Gioia  Bonmartini,  health  legis- 
lative assistant  for  Senator  William 
V.  Roth,  Jr.,  summarized  Senator 
Roth’s  managed  competition  pro- 
posal. It  would  bring  affordable, 
quality  health  care  to  the  working 
uninsured  without  mandates  on 
business,  price  controls,  or  govern- 
ment bureaucracy.  The  proposal 
would  open  the  Federal  Employee 
Health  Benefit  Program  to  par- 
ticipation from  small  business 
and  self-employed  individuals, 
thereby  creating  a managed  com- 
petition program  to  yield  im- 
proved quality  care  and  cost  con- 
tainment. 

Joel  Michaels,  Esq.,  from 
Michaels  and  Wishner,  a Washing- 
ton, D.C.,  law  firm  presented  an 
overview  of  physician/hospital  or- 
ganizations (PHO).  The  PHO  is  a 
joint  venture  between  a hospital 
and  the  members  of  the  medical 
staff  of  the  same  hospital.  From  a 
physician’s  perspective,  physicians 
usually  join  to  help  halt  declines  in 
practice  revenue,  to  defray  the  in- 
creases in  practice  expenses,  and  to 
gain  access  to  more  managed  care 
contracts.  The  various  types  of 
organizational  structures  were 
reviewed,  and  the  importance  of 
capitalization  was  stressed  by 
Mr.  Michaels. 

Peter  Shanley,  Esq.,  from  Saul, 
Ewing,  Remick  & Saul  presented  a 
program  on  managed  care  and  a 
discussion  of  President  Clinton’s 
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health  care  reform  plan.  The 
Clinton  health  care  reform  plan 
proposes  to  provide  universal  ac- 
cess to  care  with  a defined  benefit 
package  for  everyone.  Coverage  will 
be  available  through  purchasing 
groups,  but  large  employers  prob- 
ably will  not  be  included  in  the 
system.  Financing  is  unclear,  but 
it  appears  funds  will  come  from  sin 
taxes,  price  controls,  and  payroll 
taxes  on  small  businesses. 

The  Board  of  Directors  and 
standing  committees  held  regular 
meetings  throughout  the  year. 
Since  November  1992,  45  new  ap- 
plicants were  reviewed  and  ac- 
cepted for  active  membership  in 
the  Society. 

Stephen  S.  Grubbs,  MD 
President 

The  report  was  filed. 

Sussex  County 
Medical  Society 

Quarterly  meetings  of  the  Sussex 
County  Medical  Society  were  held 
in  January,  April,  July  and  Octo- 
ber in  Seaford,  Lewes,  Milford  and 
Seaford,  respectively.  Topics  pre- 
sented included  electronic  billing, 
a presentation  on  “AIDS  and 
Biosafety  — OSHA’s  Bloodborne 
Disease  Standard,”  and  a presenta- 
tion by  MSDIS  President  William 
H.  Duncan,  MD.  Entertainment  was 
provided  at  one  meeting.  The  first 
annual  family  picnic  was  held  at 
Cape  Henlopen  State  Park  in  Au- 
gust. 

A Peer  Review  Committee  has 
been  formed  to  review  difficult  or 
potentially  controversial  com- 
plaints. The  officers  have  handled 
more  routine  complaints. 

There  were  15  new  members 
inducted  into  the  Society  this  year, 
bringing  the  total  to  1 70  members. 

Paul  E.  Howard,  MD 
President 

The  report  was  filed. 

Representative  to  the 
Delaware  Academy  of  Medicine 

The  Academy’s  Consumer  Health 
Library  was  opened  over  a year 


ago  to  provide  the  public  with  ac- 
cess to  current  health  care  infor- 
mation in  order  to  promote  health 
education.  The  Library’s  resources 
include  books,  health  newsletters, 
medical  journals,  referral  sources 
and  clipping  files.  During  the  past 
year,  the  Consumer  Health  Library 
filled  2,123  inter  library  loan  re- 
quests, and  staff  conducted  642 
searches.  In  addition.  Health  Ref- 
erence Center,  the  computerized 
database  supported  by  the  New 
Castle  County  Medical  Society  Al- 
liance, was  used  by  664  individu- 
als to  conduct  their  own  literature/ 
subject  searches. 

Our  Library  also  provides  a 
full  range  of  services  to  members, 
including:  reference,  computer 
searching,  interlibrary  loan,  faxing, 
photocopying  and  discounts  on 
books  and  journal  binding.  During 
1992,  the  Library  filled  11,689 
inter  library  loan  requests  and  per- 
formed 1,693  computer  searches. 
The  Academy’s  Circuit  Riding 
Medical  Librarian  Program 
(CRML)  supplies  Library  services 
to  Milford  Memorial  Hospital,  The 
Health  Care  Center  at  Christiana, 
MeadowWood  Hospital,  Riverside 
Hospital,  HCA  Rockford  Center 
and  St.  Francis  Hospital. 

TEL-MED  remains  a popular 
source  of  information  on  medical, 
dental  and  other  health-related 
subjects.  Our  automated  telephone 
system  consists  of  over  400  tape- 
recorded  messages  and  averages 
9,500  calls  per  month.  TEL-MED 
is  provided  as  a public  service  state- 
wide. 

Our  Student  Financial  Aid  Pro- 
gram provides  assistance  to  Dela- 
wareans who  are  pursuing  careers 
in  medicine,  dentistry  or  allied 
health  fields  through  a revolving 
loan  fund.  During  1993,  29  stu- 
dents were  awarded  $72,000  in 
loans.  The  committee  also  recom- 
mended that  32  Delaware  students 
attending  Jefferson  Medical  Col- 
lege receive  $178,000  in  DIMER 
funds  to  date. 

The  Academy  Bulletin,  our 
quarterly  newsletter,  was  pub- 


lished to  inform  members  and  orga- 
nizations about  our  programs  and 
services.  We  also  continue  to  pro- 
duce and  distribute  our  monthly 
calendar  of  Medical-Dental  Meet- 
ings in  Delaware.  The  calendar 
serves  as  the  only  comprehensive 
listing  of  continuing  education  for 
physicians  and  dentists  in  the  state. 

The  Academy’s  auditorium  and 
conference  center  were  used  exten- 
sively by  the  medical  and  dental 
professions  for  meetings.  The  Medi- 
cal Society  of  Delaware,  Medical 
Center  of  Delaware,  New  Castle 
County  Medical  Society  and  the 
Delaware  State  Dental  Society  were 
the  primary  users  of  the  meeting 
facilities.  However,  use  of  the  facili- 
ties by  business,  civic  and  nonprofit 
organizations  was  also  on  the  in- 
crease. 

The  Executive  Committee  and 
Board  of  Directors  manage  the 
Academy’s  operation  and  activities 
through  regular  meetings.  We  would 
like  to  thank  all  those  individuals 
and  organizations  that  supported 
our  programs  and  services  during 
the  past  year. 

Leonard  P.  Lang,  MD 
Representative 

The  report  was  filed. 

Report  of  the 
Executive  Director 

Regardless  of  the  final  verdict  on 
health  reform,  1993  will  long  be 
remembered,  as  we  watched  so  in- 
tently (and  with  mixed  emotions) 
the  health  care  reform  debate  being 
played  out  on  the  national  level. 
Although  President  Clinton  pledged 
to  “fix”  our  health  care  system  in  the 
first  100  days  of  his  administration, 
this  monumental  task  soon  became 
mired  in  the  bureaucratic  machina- 
tions of  the  First  Lady’s  500-mem- 
ber reform  committee.  Following 
months  of  leaked  reports  and  trial 
balloons,  we  finally  heard  a stirring 
message  from  the  President  on  Sep- 
tember 22,  only  to  wait  several  more 
weeks  to  see  the  actual  legislative 
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details  of  the  President’s  plan  for 
reforming  the  way  health  care  in 
our  country  is  delivered  and  fi- 
nanced. The  Medical  Society  of 
Delaware  did  not  simply  sit  on  the 
sidelines  as  a spectator.  Rather, 
we  became  meaningfully  engaged 
in  the  debate  through  advancing 
our  Principles  of  Health  Care  Re- 
form in  discussions  with  our  Con- 
gressional Delegation,  as  well  as 
attending  national  and  regional 
meetings  of  the  AMA  to  communi- 
cate the  perspective  of  Delaware 
physicians  on  this  important  is- 
sue. The  Society’s  critique  of  the 
September?,  1993,  Working  Group 
Draft  of  the  Clinton  Health  Re- 
form Plan  was  detailed  and 
thoughtfully  developed  by  physi- 
cians representing  our  component 
specialty  societies.  This  analysis 
will  assist  us  in  formally  evaluat- 
ing the  1300  pages  of  the  actual 
reform  legislation. 

On  the  state  level,  we  have 
likewise  been  at  the  forefront  of 
reform  efforts  through  the  devel- 
opment of  our  own  health  care 
reform  plan.  Subject  to  debate  by 
this  year’s  House  of  Delegates,  the 
plan  is  the  product  of  a series  of 
meetings  over  the  summer  by  the 
same  committee  which  critiqued 
the  Clinton  plan.  Society  Presi- 
dent Stephen  R.  Permut,  MD, 
guided  the  committee  through  this 
intensive  process  with  great  skill 
and  diplomacy.  Our  active  involve- 
ment in  the  Delaware  Health  Care 
Commission  is  another  example  of 
the  Society’s  leadership  on  this 
issue.  The  Society  is  well  repre- 
sented at  all  levels  of  the  Commis- 
sion by  Robert  G.  Ket trick,  MD, 
who  serves  as  the  Commission’s 
vice-chair,  to  the  numerous  Soci- 
ety members  who  provide  mean- 
ingful input  on  the  Commission’s 
various  committees.  The  physi- 
cians of  Delaware  are  well  served 
by  this  high  level  of  visibility  and 
representation  on  behalf  of  the 
medical  profession. 

Even  with  the  extraordinary 
degree  of  energy  and  emotion  de- 
voted to  the  health  care  reform 


issue  this  past  year,  1993  will  also 
be  remembered  for  the  significant 
achievements  of  the  Medical  Soci- 
ety in  responding  to  the  more  im- 
mediate needs  of  its  members.  The 
Delaware  Physicians’  Advocacy 
Program,  Physicians’  Advocate, 
has  been  a major  success  in  provid- 
ing representation  and  advocacy 
for  physicians  in  dealing  with  com- 
plexities of  third  party  insurance 
and  Medicare/Medicaid.  To  date, 
the  program  has  assisted  over  50 
offices  with  questions  and  issues 
regarding  payment  policies,  ac- 
counts receivable  management  and 
practice  management.  In  addition, 
a workshop  series  for  physician 
office  staff  was  initiated  in  Sep- 
tember, with  over  100  offices  rep- 
resented at  workshops  held  in  each 
county.  Jana  L.  Siwek,  our  Physi- 
cians’ Advocate,  is  to  be  com- 
mended for  her  expertise  and  re- 
sourcefulness in  navigating  MSD 
members  through  difficult  issues 
of  third  party  policy  and  payment. 

Also  implemented  this  year 
was  the  Voluntary  Initiative  Pro- 
gram (VIP).  At  last  year’s  meeting 
we  told  you  of  the  Society’s  agree- 
ment with  the  State  of  Delaware  to 
develop  a program  for  voluntary 
participation  by  Delaware  physi- 
cians to  address  the  problem  of 
access  to  care  by  the  state’s  Medic- 
aid and,  ultimately,  uninsured 
populations.  I am  pleased  to  re- 
port to  you  that  VIP  was  success- 
fully launched  on  March  1,  1993, 
and  has  provided  “medical  homes” 
to  over  1,400  needy  Delawareans 
to  date.  The  real  heros  of  this  pro- 
gram are  the  300-some  MSD  mem- 
bers who  have  chosen  to  open  their 
practices  to  a self-determined  num- 
ber of  new  Medicaid  patients  each 
month.  VIP  is  a public  demonstra- 
tion of  what  physicians  have  al- 
ways done  in  the  privacy  of  their 
office,  i.e.,  provide  needed  medical 
care  to  all  individuals  regardless 
of  their  social  standing  or  ability  to 
pay.  As  originally  envisioned  by 
Immediate  Past  President  James 
P.  Marvel,  Jr.,  MD,  VIP  has  indeed 
proven  to  be  a positive,  meaning- 


ful endeavor  by  Delaware  physi- 
cians to  address  access  to  care  in 
our  state.  I would  like  to  recognize 
the  VIP  Coordinator,  Kathy 
Fogelgren,  R.N.,  for  her  fine  efforts 
in  implementing  and  running  the 
program  this  past  year.  Also,  Dr. 
Joseph  A.  Lieberman  III  deserves 
our  gratitude  for  overseeing  the  pro- 
gram through  its  most  formative 
stages  as  Chairman  of  the  VIP  Imple- 
mentation Task  Force  and  now 
Chairman  of  the  newly  formed  Dela- 
ware Foundation  for  Medical  Ser- 
vices, Ltd.,  a charitable  foundation 
through  which  the  VIP  will  operate. 

One  other  foundation  was 
formed  this  year,  i.e.,  the  Delaware 
Medical  Education  Foundation,  Ltd. 
(DMEF),  to  serve  as  the  funding 
vehicle  for  the  Society’s  Physicians’ 
Health  and  educational  programs. 
Like  the  Delaware  Foundation  for 
Medical  Services,  DMEF  has  been 
organized  as  a tax-exempt,  chari- 
table foundation,  contributions  to 
which  are  fully  tax  deductible.  Un- 
like the  Delaware  Foundation  for 
Medical  Services,  DMEF  is  a mem- 
bership organization  and,  as  such, 
we  are  inviting  Medical  Society 
members  to  affirm  their  support  for 
these  worthwhile  programs  by  re- 
mitting a $25  annual  dues  payment 
to  become  founding  members  of  the 
DMEF.  Only  through  such  financial 
support  can  the  Society  continue  to 
provide  its  members  low-cost,  con- 
venient, top-quality  continuing 
medical  education  and,  at  the  same 
time,  further  the  important  mis- 
sion of  the  Physicians’  Health  Com- 
mittee. 

Just  as  the  nation’s  health  care 
delivery  system  is  in  a state  of  tran- 
sition, so  is,  in  many  respects,  the 
Medical  Society  of  Delaware.  As 
noted  above,  we  have  established 
important  new  initiatives  this  year, 
while  taking  a high  profile  in  our 
community  and  nation  on  the 
weighty  issues  before  us.  Mean- 
while, we  continue  to  maintain  con- 
stant vigil  in  Dover  concerning  mat- 
ters of  legislative  significance  to 
physicians  and  the  welfare  of  their 
patients.  Your  leadership  has  seized 
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the  opportunity  to  speak  on  behalf 
of  the  profession  with  a clear, 
strong  voice.  I am  privileged  to 
serve  this  organization  at  this  criti- 
cal juncture  in  the  history  of  health 
care  in  America.  I believe  your 
Society  is  well-poised  and  ready  to 
represent  you  in  the  challenges 
ahead.  Special  thanks  to  my  faith- 
ful co-workers,  whose  team  spirit 
and  dedication  serve  to  their  credit 
and  to  the  smooth,  effective  func- 
tioning of  the  organization. 

Mark  A.  Meister 
Executive  Director 

The  report  was  filed  with  com- 
mendation to  the  Executive  Di- 
rector, Mark  Meister,  and  the 
Associate  Executive  Director, 
Beverly  Dieffenbach,  for  their 
invaluable  input  and  assis- 
tance. 


Reports  of  the  Elected 
Committees 

Reports  of  the  AMA  Delegates 

The  Delegates’  reports  from  the 
1992  Interim  Meeting  of  the  AMA 
House  of  Delegates  and  the  1993 
Annual  Meeting  of  the  AMA  House 
of  Delegates  were  filed.  These  re- 
ports have  previously  appeared  in 
the  Delaware  Medical  Journal. 


Budget  and  Finance 
Committee 

The  Budget  and  Finance  Commit- 
tee met  on  two  occasions  this  year 
to  discuss  a variety  of  topics  of 
relevance  to  the  Society’s  financial 
position.  The  Society  continues  to 
be  fiscally  sound  and,  as  noted 
below,  has  enjoyed  a year  of  posi- 
tive growth  in  its  investment  ac- 
counts. 

In  my  report  to  the  House  of 
Delegates  one  year  ago,  I informed 
you  of  the  decision  of  our  Board  of 
Trustees  to  place  the  Society’s  un- 
committed funds  with  Greenville 
Capital  Management  and  Compu- 


Val  for  long  term  growth.  I am 
pleased  to  report  this  year  that  the 
Greenville  and  Compu-Val  ac- 
counts have  experienced  signifi- 
cant growth  with  asset  apprecia- 
tion of  57  percent  and  16.7  percent 
respectively,  since  the  original  in- 
vestments were  made  in  July  of 
1992.  In  discussing  this  positive 
performance,  the  committee  rec- 
ognized that  the  Society  should 
not  attempt  to  “time”  the  market 
but,  rather,  allow  the  funds  to  grow 
as  a reserve  to  meet  future  finan- 
cial requirements.  A formal  policy 
statement  for  the  Society’s  long 
term  investments  is  being  devel- 
oped for  approval  by  the  Board  of 
Trustees  and  will  be  subject  to 
annual  review  by  the  committee. 

The  Budget  and  Finance 
Committee  has  also  discussed 
the  investment  of  the  Society’s 
short-  term  funds.  Accordingly, 
the  Board  approved  this  year  the 
committee’s  recommendation  to 
invest  all  short  term  monies  in 
excess  of  three  month’s  operating 
capital  in  the  Dean  Witter  Reynolds 
North  American  Government  In- 
come Trust.  This  is  a bond  fund 
which  is  currently  earning  7.4  per- 
cent, as  opposed  to  the  current 
yield  of  2.4  percent  on  money  mar- 
ket funds. 

The  committee  also  considered 
the  Society’s  current  arrangement 
of  providing  administrative  ser- 
vices to  component  societies  for  a 
flat  administrative  fee  of  $500  an- 
nually. The  Board  approved  the 
committee’s  recommendation  that 
a more  equitable  arrangement 
would  be  lowering  the  annual  fee 
to  $200  and  charging  actual  costs 
on  a project-by-project  basis.  This 
new  arrangement  will  be  commu- 
nicated to  the  component  societies 
and  implemented  January  1, 1994. 

In  preparation  of  the  proposed 
operating  budget  for  1994,  the  com- 
mittee reviewed  detailed  informa- 
tion regarding  projected  revenue 
estimates  along  with  anticipated 
operating  expense  requirements. 
With  the  addition  of  the  Delaware 
Medical  Education  Foundation, 
Ltd.,  through  which  the  Society’s 


Physicians’  Health  and  educational 
programs  will  operate,  as  well  as 
the  Delaware  Foundation  for  Medi- 
cal Services,  Ltd.,  which  is  the  fund- 
ing vehicle  for  the  Voluntary  Initia- 
tive Program,  the  Society  for  the 
first  time  is  able  to  allocate  its  oper- 
ating expenses  across  several  orga- 
nizations. The  net  effect  is  greater 
organizational  efficiency  and  econo- 
mies of  scale  through  the  allocation 
of  our  fixed  costs.  A composite  bud- 
get has  been  provided  in  addition  to 
the  traditional  operating  budget. 

You  will  note  an  aggregate  defi- 
cit of  approximately  $64,000  has 
been  projected.  It  is  important  to 
take  into  consideration,  however, 
the  following:  1)  the  revenue  poten- 
tial for  the  new  foundations  and  the 
Physicians’  Advocate  program  has 
not  been  determined  and,  conse- 
quently, not  fully  budgeted;  2)  the 
tax  advantages  to  MSDIS  for  mak- 
ing contributions  to  the  foundations 
has  not  been  determined  and,  there- 
fore, the  dividend  to  the  Society 
may  be  slightly  higher  than  bud- 
geted; 3)  there  may  be  increased 
revenue  through  additional  mem- 
bership growth;  4)  two  new  expense 
items  that  have  been  budgeted  for 

1994  include  the  President’s  hono- 
rarium of  $25, 000  and  the  contribu- 
tion to  the  Health  Care  Providers’ 
Association  of  $15,000. 

If  the  assumptions  noted  above 
do  not  take  place  and  if  the  Society 
chooses  to  continue  its  membership 
in  the  Health  Care  Providers’  Asso- 
ciation of  Delaware  and  should  the 
House  of  Delegates  approve  the  pro- 
posed Presidents’  honorarium,  then 
we  will  indeed  be  left  with  a pro- 
jected deficit  of  approximately 
$64,000.  That  being  the  case,  we 
would  be  forced  to  draw  upon  the 
appreciation  of  the  Society’s  invest- 
ment funds  if  absolutely  necessary 
or  to  consider  a dues  increase  for 

1995  and/or  a special  assessment  in 
order  to  offset  the  deficit. 

Major  budget  assumptions  re- 
flected in  the  proposed  1994  MSD 
Operating  Budget  include  the  fol- 
lowing: 

1)  There  is  no  dues  increase 
or  assessment  proposed  for 
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1994; 

2)  The  1994  dues  will  include 
a category  for  associate 
members  at  50  percent  of 
the  active  member  amount 
and  a $25  dues  rate  for 
affiliate  members; 

3)  The  MSDIS  dividend  re- 
ceived in  1993  for  the  1994 
operating  budget  is 
$75,000.  In  addition, 
MSDIS  has  contributed 
$10,000  to  each  of  the 
foundations  for  1994.  Dur- 
ing 1993,  MSDIS  contrib- 
uted $18,000  toward  the 
purchase  of  a new  photo- 
copy machine  to  be  shared 
between  the  Society  and 
MSDIS; 

4)  An  aggregate  cost  of  liv- 
ing salary  increase  of  3 
percent  has  been  bud- 
geted; 

5)  An  honorarium  of  $25, 000 
for  the  Society’s  President 
has  been  budgeted; 

6)  The  Physicians’  Advocate 
budget  will  remain  at 
$30,000;  however,  it 
should  be  noted  there  is 
potential  for  revenue  gen- 
eration and  increased  ex- 
penses should  program  ac- 
tivity increase  in  1994; 

7)  $15,000  has  been  bud- 
geted as  a contribution  to 
the  Health  Care  Provid- 
ers’ Association  of  Dela- 
ware; 

8)  The  Public  Relations  bud- 
get attributable  to  the  leg- 
islative specialist  fee  has 
been  increased  by  10  per- 
cent over  1993  levels; 

9)  The  equipment  budget  in- 
cludes $1,500  for  the  pur- 
chase of  replacement  com- 
puter equipment. 

It  should  be  noted  that,  except 
for  the  new  programs  and  costs 
that  have  been  described  above, 
the  expenses  and  line  items  in  the 
1994  budget  are  similar  to  and  in 
keeping  with  previous  years. 

Garth  A.  Koniver,  MD 
Chairman 


The  report  was  adopted  with 
an  amendment  to  exempt  resi- 
dents from  state  society  dues 
as  affiliate  members  for  1994 
and  to  have  the  Budget  and 
Finance  Committee  re-exam- 
ine this  issue  for  future  years. 

Committee  on  Ethics 

Prior  to  the  initial  meeting  of  the 
Committee  on  Ethics  in  February 
1993,  inquiries  were  made  about 
the  change  in  the  Medical  Society 
Bylaws  made  in  November  1992, 
which  gave  the  committee  some 
judicial  responsibilities  which  it 
had  not  previously  assumed.  This 
was  discussed  with  the  Board  of 
Trustees,  who  pointed  out  that  the 
need  for  judicial  decisions  had  been 
almost  nonexistent  in  the  recent 
past.  Therefore,  the  committee  was 
requested  to  respond  to  ethical 
questions  of  physicians  and  of  the 
public  if  desired  and  to  point  out 
for  the  board  ethical  aspects  of 
health  policies  and  programs  of 
concern  to  physicians  and  their 
patients. 

In  June  1992,  the  committee 
had  requested  the  AMA  to  clarify 
whether  it  would  be  considered 
unethical  discrimination  to  refuse 
to  see  patients  who  could  not  af- 
ford usual  fees.  While  there  was  no 
direct  reply,  the  House  of  Delegates 
of  the  AMA  in  December  stated 
that  caring  for  the  poor  has  always 
been  a normal  part  of  a physician’s 
overall  service  to  patients.  This 
does  not  infringe  on  the  physician’s 
freedom  to  choose  whom  to  serve, 
but  Principle  VII  of  the  Principles 
of  Medical  Ethics  indicates  a physi- 
cian should  recognize  a responsibil- 
ity to  participate  in  activities 
contributing  to  an  improved 
community. 

As  a result  of  Committee  on 
Ethics’  questions  to  HCFA  and  its 
intermediaries  over  the  last  sev- 
eral years,  Pennsylvania  Blue 
Shield  wrote  that  they  will  under- 
stand informally  that  physicians 
may  charge  less  than  the  usual 
Medicare  fees  for  those  unable  to 


pay  regular  fees.  This  helped  pro- 
vide a legal  basis  for  the  Society’s 
VIP. 

In  February,  Dr.  E.  Wayne 
Martz  told  the  Committee  on  Ethics 
about  the  problems  the  Board  of 
Medical  Practice  was  having  in  re- 
sponding to  complaints  about  ex- 
cessive fees.  Dr.  Martz  wondered  if 
publicity  would  be  effective  when 
other  measures  fail  to  modify  fees 
which  were  a poor  reflection  of  the 
service  rendered  or  charged  for  an 
unnecessary  service  which  appeared 
to  be  provided  for  the  fee  rather 
than  for  medical  reasons.  Because 
the  current  law  requires  confidenti- 
ality until  due  process  has  been 
completed,  airing  of  complaints 
about  obviously  excessive  fees  is  not 
currently  allowed.  Dr.  Martz  won- 
dered if  the  law  could  be  changed. 
He  was  also  concerned  about  the 
inability  of  the  board,  with  its  small 
staff,  to  investigate  all  fee  com- 
plaints. This  raised  a question  about 
having  the  Board  of  Medical  Prac- 
tice deputize  the  Medical  Society  to 
carry  out  fee  investigations.  The 
committee  recommended  that  an- 
ecdotes about  some  of  the  “way  out” 
fees  be  published  in  the  Delaware 
Medical  Journal  so  that  all  physi- 
cians would  be  aware  of  the  prob- 
lem. In  addition,  the  Board  of  Medi- 
cal Practice  was  urged  to  make  a 
special  effort  to  investigate  and,  if 
warranted,  sanction  one  or  two  cases 
of  egregious  behavior  as  a warning 
that  the  board  was  willing  to  act  on 
fee  complaints. 

The  committee  tried  to  set  an 
agenda  which  would  take  up  a spe- 
cific issue  with  ethical  implications 
at  each  meeting  in  order  to  make 
recommendations  to  the  Board  of 
Trustees.  Topics  might  include  ethi- 
cal issues  about  the  allocation  of 
health  care  resources,  physician- 
assisted  suicide,  financial  incentives 
to  physicians  to  limit  medical  care, 
and  ethical  issues  in  intensive  care 
settings.  However,  questions  and 
complaints  made  to  the  committee 
became  the  operating  mode.  For 
example,  at  the  next  meeting  a ques- 
tion was  raised  about  establishing  a 
formula  by  which  to  judge  if  a fee 
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was  excessive,  since  it  was  not 
thought  to  be  wise  to  change  the 
confidentiality  provisions  in  the 
Medical  Practice  Act.  It  was  con- 
cluded that  a formula  for  fees  would 
not  work  because  there  were  too 
many  variables.  It  was  noted  that 
an  unreasonable  fee  was  a little 
like  pornography,  which  you  know 
when  you  see  it,  but  is  hard  to 
define  in  advance.  Having  the  board 
look  for  fraud  might  be  more  ac- 
ceptable. A recommendation  was 
finally  made  that  the  Board  of 
Trustees  agree  to  the  appointment 
of  a subcommittee  if  the  Board  of 
Medical  Practice  wished  to  depu- 
tize the  Medical  Society  to  review 
cases  involving  alleged  excessive 
fees.  The  Board  of  Trustees  agreed 
to  the  recommendation,  and  a note 
was  sent  to  Dr.  Martz  to  that  ef- 
fect. 

The  committee  also  reviewed 
a concern  of  the  State  Board  of 
Pharmacy  about  pharmacies 
owned  by  investors  including  phy- 
sicians. It  was  recommended  that 
the  Society  agree  to  the  AMA  guide- 
lines, which  permit  a physician  to 
own  or  operate  a pharmacy  if  there 
is  no  resulting  exploitation  of  pa- 
tients. 

The  next  meeting  of  the  com- 
mittee reviewed  possible  conflicts 
of  interest  issues  in  the  Certificate 
of  Need  process  in  Delaware.  This 
was  under  investigation  by  the 
Sunset  Committee  and  task  force 
from  Common  Cause.  Reports  from 
Common  Cause,  the  Sunset  Com- 
mittee, and  Dr.  William  H.  Duncan, 
chairman  of  the  Health  Resources 
Management  Council,  were  re- 
viewed. The  committee  agreed  that 
members  of  health  planning  bod- 
ies should  declare  conflicts  of  in- 
terest, the  sessions  should  be  open, 
there  should  be  more  consumer 
representatives,  and  that  legal 
counsel  should  be  present  at  the 
meetings. 

The  committee  was  also  brought 
up  to  date  on  the  proposed  changes 
in  the  Death  with  Dignity  Law. 

The  next  meeting  considered 


the  question  of  abandonment  be- 
cause of  questions  raised  by  sev- 
eral alleged  cases.  The  committee 
chose  to  focus  on  the  broader  ques- 
tion of  patient  notification  when 
physicians  leave,  especially  those 
in  group  practices  and  HMOs.  Con- 
cerns about  continuity  of  care  were 
deferred.  A literature  review  had 
shown  very  little  documentation 
of  its  value  through  controlled 
trials  to  reduce  morbidity  or 
mortality.  However,  almost  all 
the  articles  assumed  it  was 
valuable. 

The  committee  did  not  have 
up-to-date  information  on  the 
policy  of  local  HMOs  when  physi- 
cians change,  but  in  general  agreed 
with  the  Delaware  legislation 
which  indicates  physicians  should 
not  abandon  patients  without 
proper  notification.  The  commit- 
tee supported  the  need  for  good 
physician-patient  communication 
and  the  AMA  guidelines  which  in- 
clude patient  notification,  but  the 
committee  did  not  think  a physi- 
cian in  a group  practice  or  HMO 
was  obligated  to  find  another  phy- 
sician as  long  as  the  record  was 
available  and  other  physicians 
were  available  from  the  partner- 
ship or  HMO. 

The  committee  was  notified  in 
June  that  because  of  difficulties 
defining  a persistent  vegetative 
state,  the  proposed  changes  in  the 
Death  with  Dignity  Law  had  been 
postponed. 

Another  committee  meeting  is 
scheduled  in  October  to  consider  a 
recent  concern  about  the  ethics  of 
third-party  payers  who  arbitrarily 
refuse  coverage  for  what  is  consid- 
ered to  be  appropriate  treatment. 
In  view  of  the  ethical  discussion 
reported  during  the  development 
of  the  Clinton  proposal,  the  com- 
mittee is  being  asked  if  it  should 
recommend  to  the  Board  of  Trust- 
ees the  appointment  of  a special 
ethics  committee  to  serve  as  a re- 
source to  third-party  payers  in 
Delaware  who  are  now  making 
such  “rationing”  decisions  on  their 


own. 

The  Committee  on  Ethics  has 
found  it  possible  to  settle  many  of 
the  complaints  addressed  to  the 
committee  by  directly  discussing 
problems  with  affected  physicians. 

If  time  permits,  the  committee 
is  planning  to  continue  its  plans  to 
research  and  discuss  major  ethical 
issues  of  the  times  before  specific 
questions  have  been  raised  by  mem- 
bers of  the  Society  or  the  public. 

Robert  W.  Frelick,  MD 
Co-Chairman 

The  report  was  filed. 

Judicial  Council 

During  the  past  year  the  Judicial 
Council  was  called  upon  to  review 
seven  requests  for  dues  exemption. 
Three  requests  were  granted,  one 
was  denied,  and  three  were  denied 
but  with  the  offer  of  an  installment 
payment  plan. 

No  other  issues  have  been  re- 
ferred to  the  Judicial  Council  in  the 
last  year. 

I.  Favel  Chavin,  MD 
Chairman 

The  report  was  filed. 


Reports  of  the  Standing 
Committees 

Bylaws  Committee 

The  following  items  are  being  for- 
warded for  consideration  by  the 
House  of  Delegates.  In  the  proposed 
Bylaws  amendments,  strikeouts 
indicate  deletions,  and  [ italic  text  in 
brackets]  indicates  additions  or  sub- 
stitutions. 

1.  ARTICLE  HI,  MEMBERSHIP, 
Section  1 (page  5 of  present  Bylaws) 
Last  year  the  House  of  Del- 
egates approved  Resolution  92-4, 
which  included  a provision  grant- 
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ing  an  exemption  from  AMA  mem- 
bership for  members  in  good  stand- 
ing of  the  National  Medical  Asso- 
ciation (as  is  provided  for  mem- 
bers of  the  American  Osteopathic 
Association).  This  proposal  was  re- 
jected by  the  AMA  Board  of  Trust- 
ees. Aresolution  to  accomplish  this 
was  submitted  by  the  Delaware 
delegation  at  the  AMA’s  1993  An- 
nual Meeting  but  was  not  approved 
by  the  AMA  House  of  Delegates.  It 
is  therefore  necessary  to  resubmit 
Resolution  92-4  to  the  House  of 
Delegates  this  year  so  that  the 
House  can  formally  rescind  the 
second  Resolved.  The  AMA  has 
stated  that  failure  to  do  so  may 
result  in  loss  of  the  unification 
status. 

Resolution  92-4  has  been  re- 
ferred to  Reference  Committee  B. 

2.  ARTICLE  III,  MEMBERSHIP, 
Section  6,  Affiliate  Members  (page 
6 of  present  Bylaws) 

Amendment  of  the  above-noted 
section  defining  affiliate  member- 
ship is  recommended  in  order  to 
permit  physicians  who  are  licensed 
in  Delaware  but  are  active  mem- 
bers of  other  state  medical  societ- 
ies to  be  affiliate  members  of  the 
Medical  Society  of  Delaware. 

“Affiliate  members  may  be: 

(a) Medical  students,  interns  or 
residents,  or  postdoctoral  trainees 
serving  in  an  accredited  educa- 
tional program  recognized  by  this 
Society  and  other  house  physicians 
with  restricted  licenses. 

(b) Former  members  of  this  Society 
who  no  longer  practice  and  reside 
in  Delaware,  provided  they  cur- 
rently maintain  active  member- 
ship in  the  state  medical  society  of 
their  new  state  of  residence. 
[(c)Physicians  who  are  licensed  in 
Delaware  hut  are  active  members 
of  other  state  medical  societies .] 
Affiliate  members  may  be  required 
to  pay  membership  dues  and  shall 
enjoy  the  privileges  of  this  Society, 
except  as  provided  in  Sections  7 
and  8,  without  the  right  to  vote  or 
hold  office,  unless  otherwise  speci- 


fied in  these  Bylaws. 

The  dues  for  affiliate  mem- 
bers shall  be  set  annually  by  the 
House  of  Delegates  upon  recom- 
mendation of  the  Budget  Commit- 
tee.” 

3.  ARTICLE  V,  OFFICERS,  Sec- 
tion 1,  Named  (page  15  of  present 
Bylaws) 

Because  the  committee  struc- 
ture was  changed  last  year,  the 
Bylaws  need  to  be  amended  to  pro- 
vide that  the  Executive  Director 
shall  be  a member  ex-officio  with- 
out vote  of  all  elected,  standing, 
and  special  committees.  The 
present  wording  refers  only  to 
standing  and  special  committees. 
This  is  a “housekeeping”  change, 
since  the  provision  was  inadvert- 
ently omitted  from  the  Bylaws  re- 
vision last  year. 

“The  officers  of  this  Society 
are  the  President,  President-Elect, 
Vice  President,  Secretary,  Trea- 
surer, Speaker  of  the  House  of 
Delegates,  and  Executive  Direc- 
tor. The  Executive  Director  shall 
be  a member  ex-officio  without  vote 
of  all  [elected],  standing  and  spe- 
cial committees.  S/he  shall  not  be 
subject  to  the  rules  of  qualifica- 
tion, election,  and  tenure  that  ap- 
ply to  other  officers  within  these 
Bylaws.” 

4.ARTICLE  VI,  HOUSE  OF  DEL- 
EGATES, Section  1,  General  Pow- 
ers (pages  19-20  of  present  By- 
laws) 

“Standing”  needs  to  be 
amended  to  “elected”  because  the 
Bylaws  now  provide  for  1)  elected 
committees,  2)  standing  commit- 
tees appointed  by  the  President 
with  the  concurrence  of  the  Board 
of  Trustees,  and  3)  special  commit- 
tees appointed  by  the  President. 
This  is  also  a housekeeping  change. 

“All  legislative  powers  of  the 
Society,  including  the  power  to  al- 
ter, amend  or  repeal  these  Bylaws, 
are  vested  in  and  reside  in  the 
House  of  Delegates,  which  alone 


shall  have  authority  to  determine 
the  policies  of  the  Society,  except  as 
action  may  be  taken  by  virtue  of  a 
referendum  of  the  members  of  this 
Society  as  provided  in  Article  XI, 
Section  2.  It  shall  elect  (1)  all  the 
officers,  (2)  such  delegates  to  the 
American  Medical  Association  as 
the  Society  may  be  entitled  to,  and 
(3)  the  standing  [elected]  commit- 
teemen. Except  as  provided  in  Ar- 
ticle VIII,  Section  1,  the  House  of 
Delegates  shall  have  the  exclusive 
authority  to  hold  and  to  vote  all 
corporate  shares  of  stock  of  any  of 
the  Society’s  subsidiary  corpora- 
tions.” 

5.  ARTICLE  VI,  HOUSE  OF 
DELEGATES,  Section  6,  Vacancies 
During  Meeting  (page  21  of  present 
Bylaws) 

There  is  a need  to  correct  a 
typographical  error  in  line  5 (the 
word  “person”  should  be  “persons”) 
that  was  overlooked  last  year. 

“If  any  component  society  is 
without  representation  at  the  close 
of  the  roll  call  of  any  meeting  of  the 
House  of  Delegates,  the  active  mem- 
bers registered  in  attendance  from 
that  component  society  may  select 
from  among  themselves  a number 
equal  to  the  number  of  delegates  to 
which  the  component  society  is  en- 
titled and  the  person[s]  so  selected 
shall  act  and  function  as  delegates 
at  that  meeting.  If  at  the  close  of  a 
roll  call,  a delegate  be  absent  and 
his  alternate  be  present,  said  alter- 
nate shall  be  seated  for  that  meet- 
ing of  the  House  of  Delegates  and 
any  adjourned  meeting  thereof,  even 
though  the  delegate  later  be 
present.” 

6.  ARTICLE  VIII,  BOARD  OF 
TRUSTEES,  Section  2,  Composi- 
tion (page  24  of  present  Bylaws) 

At  its  meeting  on  May  13, 1993, 
the  Board  of  Trustees  voted  to  sup- 
port formation  of  a Young  Physi- 
cians’ Section  and  to  support  a By- 
laws change  at  the  next  House  of 
Delegates  meeting  to  add  a Young 
Physicians’  Section  representative 


Del  Med  Jrl,  January  1994,  Vol  66,  Nol 


37 


Special  Report 


to  the  Board  of  Trustees.  The  addi- 
tion of  section  (e)  will  accomplish 
that. 

“The  Board  of  Trustees  shall 
consist  of: 

(a) the  Trustees  elected  by  the  com- 
ponent societies,  the  number  of 
which  shall  be  one  trustee  per  one 
hundred,  or  fraction  thereof,  of  the 
membership  but  not  less  than  two 
per  county, 

(b) the  presidents  of  the  county  so- 
cieties, 

(c) one  representative  from  the  af- 
filiate members  representing  ap- 
proved post-doctoral  training  pro- 
grams within  the  state.  Nomina- 
tions for  this  position,  will  be  sought 
annually  and  appointment  made 
by  the  Board  of  Trustees,  and, 

(d) the  President,  President-Elect, 
Vice  President,  Immediate  Past 
President,  Secretary,  Treasurer, 
Speaker  of  the  House  of  Delegates, 
Delegates  to  the  American  Medi- 
cal Association,  and  the  Editor  of 
the  Society’s  official  publication, 
and 

(e) one  representative  from  a duly 
formed  Delaware  Chapter  of  the 
Young  Physicians  Section  of  the 
American  Medical  Association. 
Nominations  for  this  position  will 
be  sought  annually  and  appoint- 
ment made  by  the  Board  of  Trust- 
ees.”] 

7.  ARTICLE  XIII,  COMMITTEES 
OF  THE  SOCIETY,  Section  14, 
Medical  Liability  Committee  (page 
36  of  present  Bylaws) 

Legal  counsel  has  suggested 
amendment  of  this  section  to  in- 
sure protection  for  those  involved 
in  appropriate  peer  review  activi- 
ties regarding  MSDIS  insureds  as 
requested  by  either  MSDIS,  an 
insurance  carrier  or  an  insured. 
The  following  amendment  is  being 
offered  because  one  of  the  most 
important  concepts  in  insuring  the 
availability  of  medical  liability  in- 
surance is  insuring  the  delivery  of 
quality  medical  services  to  the 
public. 

“The  Medical  Liability  Insur- 
ance Committee  consists  of  not 


less  than  five  appointed  members. 
The  Committee  shall  concern  it- 
self with  all  aspects  of  medical 
liability  insurance  and  risk  man- 
agement with  the  prime  concern 
that  medical  liability  insurance  be 
available  to  all  qualified  physi- 
cians. [The  Committee  shall  also 
be  responsible  for  appropriate  peer 
review  activities  and  implement- 
ing arbitration  or  other  hearings 
as  requested  by  either  an  insurance 
carrier  or  an  insured.]” 

8.  ARTICLE  XIII,  COMMITTEES 
OF  THE  SOCIETY,  Section  20, 
Public  and  Professional  Education 
and  Advocacy  Committee  (page  38 
of  present  Bylaws) 

An  amendment  approved  at 
an  earlier  House  of  Delegates  meet- 
ing was  inadvertently  omitted  from 
the  Bylaws  revision  approved  last 
year.  It  is  necessary  to  add  after 
the  first  sentence  in  Section  20, 
“At  least  one-third  of  the  Commit- 
tee shall  be  re-appointed  in  each 
successive  year.”  This  satisfies  the 
Accreditation  Council’s  requirement 
for  continuity  on  this  committee. 

“The  Public  and  Professional 
Education  Committee  consists  of 
not  less  than  nine  appointed  mem- 
bers. The  Committee  will  be  re- 
sponsible for  keeping  records  and 
supplying  the  Board  of  Trustees 
and  Judicial  Council  with  the 
names  of  those  members  who  have 
not  complied  within  the  required 
period  as  provided  in  Article  III, 
Section  10.  The  Committee  is  re- 
sponsible for  oversight  of  the 
Society’s  accredited  Continuing 
Medical  Educational  program  for 
physicians  and  compliance  with 
the  Essentials  for  Accreditation  of 
the  Accreditation  Council  for  Con- 
tinuing Medical  Education 
(ACCME).  The  Committee  shall  be 
responsible  for  establishing  edu- 
cation programs  on  issues  of  inter- 
est to  the  general  public  concern- 
ing the  medical  profession  and 
health  care  delivery.  The  Commit- 
tee will  provide  direction  for  a 
speakers  bureau  to  be  comprised 
of  members  of  the  Society  for  pro- 


grams of  this  nature.  [At  least  one- 
third  of  the  Committee  shall  be  re- 
appointed in  each  successive  year.]” 

9.  The  Board  of  Trustees  has  also 
supported  making  the  Bylaws  gen- 
der neutral.  There  are  numerous 
references  to  “he,”  his”  and  “him” 
that  will  be  changed  prior  to  the 
next  printing  of  the  Bylaws. 

Dene  T.  Walters,  MD 
Chairman 

The  report  was  adopted. 

Long-Range  Planning 
Committee/Subcommittee  on 
Physician  Office 
Computerization 

The  purpose  of  this  subcommittee  is 
to  assist  members  of  the  Medical 
Society  of  Delaware  in  addressing 
their  practice  management  needs 
involving  technology  and  to  aid  phy- 
sicians in  addressing  electronic 
claims  processing,  practice  opera- 
tions, medical  information  and  com- 
munications  more  efficiently 
and  cost  effectively. 

The  initial  focus  of  the  commit- 
tee is  to  seek  standardization  of 
varying  third-party  payer  claim 
payment  policies  and  formats.  Tho- 
mas A.  Mieszala  of  the  American 
Medical  Association  has  been 
working  with  the  AMA  through 
its  strategic  information  systems 
plan.  Recommendations  in  the 
AMA  plan  include:  1)  seeking  stan- 
dardization of  computerized  billing 
formats  and  assisting  physician  of- 
fices in  electronically  transmitting 
insurance  claim  forms;  2)  educating 
physicians  and  their  office  staff  in 
issues  regarding  office  automation 
and  computerization;  3)  bringing 
together  the  necessary  parties  in 
the  state  to  explore  integrating  com- 
puter systems  for  electronic  com- 
munication between  physicians  and 
other  health  care  providers,  insti- 
tutions, and  third-party  payers;  and 
4)  exploring  the  feasibility  of  the 
Medical  Society  of  Delaware  estab- 
lishing an  electronic  bulletin  board 
for  providing  electronic  mail  com- 
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munication  for  Society  members. 

The  committee  is  seeking  a 
way  to  standardize  third-party 
payer  claims  submission  require- 
ments using  an  electronic  clearing 
house  concept. 

The  committee  has  been  work- 
ing with  representatives  from  Blue 
Cross  Blue  Shield  of  Delaware,  the 
Aetna  Insurance  Company,  and 
the  National  Electronic  Informa- 
tion Corporation  (NEIC).  NEIC 
maybe  interested  in  a pilot  project 
with  the  Medical  Society  of  Dela- 
ware working  on  the  central  clear- 
inghouse concept,  whereby  claims 
from  various  third-party  carriers 
would  be  submitted  electronically 
to  a central  clearinghouse  that 
would  come  up  with  one  standard- 
ized form  for  billing  purposes.  Man- 
aged care  information  components 
such  as  referral  authorizations  and 
pre-certification  could  also  be 
added  to  the  electronic  claims  in- 
formation network,  further  sim- 
plifying and  reducing  paper  work. 
The  action  of  this  committee  is 
well  underway,  and  the  committee 
will  be  continuing  to  meet  on  a 
regular  basis  in  the  next  year. 

Anthony  L.  Cucuzzella,  MD 
Chairman 

The  report  was  filed  with  com- 
mendation for  the  efforts  of 
the  committee  in  putting  to- 
gether this  pilot  program  and 
with  support  for  the  value  of 
the  project. 

Medical  Liability  Insurance 
Committee 

The  Medical  Liability  Insurance 
Committee  (MLIC)  met  only  once 
this  year,  and  as  a result  of  that 
meeting  and  subsequent  approval 
by  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware 
(MSD),  the  MLIC  will  evolve  into 
an  oversight  board  for  the  Medical 
Society  of  Delaware  Insurance  Ser- 
vices (MSDIS).  Under  the  direc- 
tion of  William  H.  Duncan,  MD,  a 
revitalization  effort  has  begun 


where  the  scope  and  efforts  of 
MSDIS  have  been  expanded  and 
augmented.  The  MLIC  will  func- 
tion to  review  the  activities  of 
MSDIS  in  a collaborative  attempt 
to  improve  the  availability  and, 
now  more  importantly,  the  cost 
of  liability  insurance  and  to 
strengthen  the  financial  position 
of  MSDIS. 

MLIC  and  MSDIS  can  only 
achieve  this  through  the  coopera- 
tion of  all  members  of  the  MSD. 
Therefore,  I would  ask  that  each 
member  please  review  his  insur- 
ance needs  (professional  liability, 
disability,  life,  etc.)  and  be  recep- 
tive when  contacted  by  a represen- 
tative of  MSDIS.  Please  do  not 
hesitate  to  contact  MSDIS  directly, 
for  only  by  a discussion  between 
the  physicians  and  MSDIS  can  any 
mutual  benefits  be  obtained. 

John  J.  DiBonaventure,  DO 
Chairman 

The  report  was  filed. 

Medical  Review  Committee 

The  past  year  was  an  active  one  for 
the  Medical  Review  Committee, 
with  issues  largely  concerning 
“managed  care.”  The  year  began  in 
November  1992  when  a subcom- 
mittee of  the  Medical  Review  Com- 
mittee met  with  representatives 
of  Blue  Cross  Blue  Shield  of  Dela- 
ware and  with  the  Delaware  Acad- 
emy of  Orthopedic  Surgery  regard- 
ing the  Blue  Cross  Blue  Shield 
policy  on  in-office  diagnostic  imag- 
ing. 

After  long  and  detailed  dis- 
cussions at  several  meetings,  the 
matter  was  eventually  resolved  to 
the  satisfaction  of  both  Blue  Cross 
Blue  Shield  of  Delaware  and  the 
Delaware  Academy  of  Orthopedic 
Surgery. 

The  committee  also  reviewed 
a separate  orthopedic  matter  re- 
garding the  use  of  global  surgery 
guidelines  from  the  American 
Academy  of  Orthopedic  Surgery 
and  their  interpretation  into  local 


payment  decisions  by  Blue  Cross 
Blue  Shield  of  Delaware.  The  com- 
mittee concluded  that  these  guide- 
lines do  not  completely  apply  to 
local  standards  that  vary  among 
the  orthopedic  surgeons  in  the  com- 
munity and  that  payment  should  be 
justified  through  the  use  of  commu- 
nity standards  rather  than  strict 
adherence  to  national  guidelines. 

The  committee  is  proud  to 
announce  the  approval  and 
implementation  of  the  third-party 
payer  ombudsman  program.  The 
Medical  Review  Committee  will  pro- 
vide oversight  for  the  development 
and  implementation  of  the  program, 
which  has  been  named  the  Dela- 
ware Physicians’  Advocacy  Program 
(Physicians’  Advocate).  Jana  L. 
Siwek,  an  independent  practice 
management  consultant,  has  been 
hired  to  act  as  the  ombudsman  for 
the  Society,  and  the  Medical  Review 
Committee  will  provide  oversight 
for  the  development  and  implemen- 
tation of  the  program.  The  educa- 
tional activities  of  Physicians’  Ad- 
vocate will  entail  maintaining  a re- 
source library  to  contain  documents 
regarding  third-party  payer  poli- 
cies that  will  be  available  to  physi- 
cians and  their  office  staff.  Work- 
shops are  also  proposed  and  will  be 
held  in  the  future. 

At  the  July  21,  1993,  meeting, 
the  committee  met  with  represen- 
tatives of  Delaware  Valley  HMO 
regarding  the  policy  of  Delaware 
Valley’s  policy  of  deducting  pay- 
ments from  participating  physicians 
when  HMO  members  receive  ser- 
vices from  non-contracted  laborato- 
ries. This  matter  was  successfully 
resolved  to  the  satisfaction  of  the 
committee  and  the  Delaware  Valley 
HMO. 

The  September  1993  meeting 
involved  the  committee  and  repre- 
sentatives from  Principal  Health 
Care.  The  matters  under  discussion 
at  this  meeting  involved  reimburse- 
ment for  internists  and  pulmon- 
ologists for  EKG  and  pulmonary 
function  studies.  The  allergists  were 
also  involved,  with  issues  concern- 
ing pulmonary  function  studies  and 


Del  Med  Jrl,  January  1994,  Vol  66,  Nol 


39 


Special  Report 


7:30  a.m.-  WORKSHOP: 

8:00  a m.  PHYSICIANS  AND  ORGANIZATIONAL  RESPONSES 
FOR  THE  FUTURE 

Edward  F.  X.  Hughes,  MD,  MPH,  Director,  Center  for  Health 
Services  and  Policy  Research,  and  Professor,  J.  L.  Kellogg 
Graduate  School  of  Management,  Northwestern  University, 
Evanston,  Illinois 

9: 10  a m.  CLINICAL  CONTROVERSIES  IN  THE  MANAGEMENT 
OF  ANGINA: 

CONSERVATIVE  APPROACH  TO  MANAGEMENT  OF 
ACUTE  MYOCARDIAL  INFARCTION  AND  UNSTABLE 
ANGINA 

John  D.  Rutherford,  MD,  Chief  of  Cardiovascular  Disease 
Service  and  Professor  of  Medicine,  University  of  Texas  South- 
western Medical  Center,  Dallas,  Texas 

AN  AGGRESSIVE  APPROACH  TO  ACUTE  MYOCAR- 
DIAL INFARCTION  AND  UNSTABLE  ANGINA 

Joseph  R.  Hartmann,  MD,  Director,  Midwest  Cardiovascular 
Institute,  Downers  Grove,  Illinois;  Clinical  Associate  Profes- 
sor of  Medicine,  Loyola  University  Stritch  School  of  Medi- 
cine, Maywood,  Illinois 

10:30  a.m.  INTERMISSION 

11:00  a m.  EVALUATION  AND  MANAGEMENT  OF  THYROID 
NODULES 

Anthony  S.  Jennings,  MD,  Chief,  Endocrinology,  Department 
of  Medicine,  Presbyterian  Medical  Center  of  Philadelphia, 
Philadelphia,  Pennsylvania 

12:00  p.m.  TUBERCULOSIS  IN  THE  COMING  DECADE  — AN 
EMERGING  EPIDEMIC 

David  Schlossberg,  MD,  Director  of  Medicine  and  Head, 
Infectious  Disease  Section,  Episcopal  Hospital;  Professor  of 
Medicine,  Medical  College  of  Pennsylvania,  Philadelphia, 
Pennsylvania 

1:00  p.m.  LUNCH  - Gold  Ballroom 

1:30  p.m.  MEDICINE  AT  THE  OLYMPICS 

James  B.  Montgomery,  MD,  Head  Physician,  1992  Summer 
Olympics;  Clinical  Associate  Professor  of  Orthopedic  Sur- 
gery, University  of  Texas  Southwestern  Medical  School, 
Dallas,  Texas 


allergy  testing.  These  issues  are 
not  yet  fully  resolved,  and  it  is  the 
recommendation  of  the  committee 
that  representatives  from  the  al- 
lergy, internal  medicine,  and 
pulmon-ology  disciplines  meet  with 
Mr.  Max  Kenyon  and  Dr.  Maurice 
Liebesman  of  Principal  Health 
Care  to  discuss  the  matter  further. 
Hopefully,  it  can  be  resolved  at 
that  level.  If  not,  further  action  by 
the  committee  will  be  necessary. 

Anthony  L.  Cucuzzella,  MD 
Chairman 

The  report  was  filed. 

Program  Committee 

The  Program  Committee  hereby 
records  for  the  official  record  the 
program  arranged  for  the  Annual 
Scientific  Session  of  the  Medical 
Society  of  Delaware  on  November 
20,  1993. 

The  Medical  Society  of  Dela- 
ware is  accredited  by  the  Accredi- 
tation Council  for  Continuing  Medi- 
cal Education  (ACCME)  to  spon- 
sor continuing  medical  education 
for  physicians. 

The  Medical  Society  of  Dela- 
ware designates  this  continuing 
medical  education  activity  for  5 
credit  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  of 
the  American  Medical  Association. 
One  credit  hour  maybe  claimed  for 
each  hour  of  participation. 

This  program  has  been  re- 
viewed and  is  acceptable  for  5 Pre- 
scribed hours  by  the  American 
Academy  of  Family  Physicians. 

It  is  the  policy  of  the  Medical 
Society  of  Delaware  to  comply  with 
the  ACCME  Guidelines  for  Com- 
mercial Support  of  Continuing 
Medical  Education.  Inkeepingwith 
these  standards,  all  faculty  par- 
ticipating in  continuing  medical 
education  programs  sponsored  by 
the  Medical  Society  of  Delaware 
are  expected  to  disclose  to  the  pro- 
gram audience  any  real  or  appar- 
ent conflict(s)  of  interest  related  to 


the  content  of  their 
presentation(s). 

James  H.  Newman,  MD 
Chairman 

The  report  was  filed  with  com- 
mendation to  Dr.  Newman  and 
his  committee  for  assembling 
an  excellent  program. 

Public  and  Professional 
Education  and  Advocacy 


Committee 

The  Public  and  Professional  Educa- 
tion and  Advocacy  Committee 
(PPEAC)  met  regularly  during  the 
fiscal  year.  The  attention  of  the  com- 
mittee was  mainly  directed  toward 
the  continuing  medical  education 
program  of  the  Medical  Society  of 
Delaware. 

This  year,  with  the  approval  of 
the  Educational  Activities  Subcom- 
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mittee  (EAS)  of  the  PPEAC,  the 
Medical  Society  of  Delaware  has 
sponsored  235  programs  for  CME 
credit  (as  of  October  1),  an  in- 
crease of  76  percent  over  last  year. 
This  represents  an  increase  of  685 
percent  over  the  past  two  years. 
The  Medical  Society  was  able  to 
sponsor  all  programs  presented 
for  review  due  to  the  requesting 
organizations  meeting  the  criteria 
required  for  the  granting  of  CME 
Category  1 credits. 

During  1993,  the  Society  con- 
centrated on  developing  adequate 
needs  assessment  in  our  physician 
community  by  meeting  with  the 
chairs  of  the  hospitals’  education 
departments.  The  PPEAC  also  re- 
viewed the  results  of  the  1992  CME 
survey  and  conducted  ongoing  re- 
view of  the  comments  and  sugges- 
tions made  by  participants  at  ac- 
tivities sponsored  by  the  Medical 
Society.  The  information  gathered 
from  these  efforts  helps  MSD  de- 
velop effective  educational  pro- 
grams for  Delaware’s  physicians. 

The  Medical  Society’s  edu- 
cational program,  which  was 
awarded  accreditation  by  the  Ac- 
crediting Council  for  Continuing 
Medical  Education  in  May  1992, 
will  be  resurveyed  in  1996. 

The  Medical  Society  of  Dela- 
ware continues  to  be  the  accredit- 
ing organization  of  the  Delaware 
Continuing  Medical  Education  Lec- 
ture Series  for  physicians.  During 
the  1993-1994  year,  Beebe  Medi- 
cal Center,  Nanticoke  Memorial 
Hospital,  and  Kent  General  Hos- 
pital are  participating.  Riverside 
Hospital,  which  offers  its  physi- 
cians numerous  CME  opportuni- 
ties, chose  to  withdraw  from  the 
lecture  series.  Milford  Memorial 
Hospital  also  withdrew  from  the 
series. 

The  Delaware  Medical  Educa- 
tion Foundation,  Ltd.,  began  its 
membership  and  fund-raising  drive 
in  late  September.  It  is  hoped  that 
this  funding  vehicle  will  enable 
the  Medical  Society  to  continue 
providing  no-cost  and  low-cost  edu- 
cational programs  for  the  physi- 
cians of  Delaware. 


Virginia  U.  Collier,  MD 
Chairwoman 

The  report  was  filed. 

Public  Laws/Legislative  Action 
Committee 

I firmly  believe  that  these  two  as- 
pects of  the  State  Medical  Society’s 
activities  have  to  continue  to  be 
run  together.  In  fact,  we  need  more 
physicians  on  the  committee  in 
order  to  increase  our  effectiveness. 

Early  in  Dr.  Stephen  Permut’s 
tenure,  we  looked  for  a replace- 
ment for  the  post  of  Legislative 
Specialist  vacated  by  Ned  Davis. 
After  interviewing  several  strong 
candidates,  we  were  happy  to  reach 
an  agreement  with  Philip  J. 
Corrozi,  who  retired  from  the  Gen- 
eral Assembly  at  the  end  of  its 
136th  session.  Phil  Corrozi’s  long 
experience  as  a Representative  and 
as  chair  of  the  Joint  Finance  Com- 
mittee has  given  us  a lot  more 
insight  into  the  legislative  pro- 
cess. His  attendance  at  the  meet- 
ings of  the  Public  Laws  Committee 
has  added  a new  dimension  to  our 
discussions.  His  representation  of 
our  positions  for  both  sides  of  the 
aisle  of  the  General  Assembly  has 
contributed  to  a growing  feeling 
among  legislators  that  we  are  there 
as  experts  to  help  them  to  make 
decisions  based  on  medical  facts 
and  to  protect  the  interests  and 
health  of  Delawareans. 

From  January  to  June  of  1993, 
we  reviewed  3 9 Senate  bills  and  5 1 
House  bills  but  could  not  look  at 
seven  Senate  and  nine  House  bills 
introduced  late  in  the  session.  Most 
of  the  latter  group  will  come  up  for 
review.  A listing  of  health-related 
legislation  appears  in  the  Septem- 
ber issue  of  the  Delaware  Medical 
Journal. 

A bill  to  provide  direct  access 
to  physical  therapists  has  been 
before  the  legislature  since  1983. 
Senate  Bill  81,  introduced  by  Sena- 
tor Blevins,  is  now  law.  Amend- 
ments by  Representative  Maroney 
and  Senator  Cordrey  make  it  more 
acceptable. 


Governor  Carper  vetoed  House 
Bill  153,  which  would  have  signifi- 
cantly broadened  the  scope  of  prac- 
tice of  optometry.  This  bill  will  be 
revisited  in  the  second  session  of 
the  137th  General  Assembly.  Rep- 
resentative Oberle  interpreted 
appropriately  our  concern  by 
amending  House  Bill  153  to  bring 
matters  related  to  the  prescription 
of  therapeutic  drugs  under  the  ju- 
risdiction of  the  Board  of  Medical 
Practice. 

House  Bill  274,  which  would 
permit  Advanced  Nurse  Practitio- 
ners to  diagnose  and  prescribe,  rests 
in  the  House  Human  Needs  and 
Development  Committee.  Legisla- 
tors expect  physicians  and  nurses 
to  work  out  an  acceptable  compro- 
mise which  will  provide  an  exp  anded 
scope  of  practice  for  nurses.  I know 
that  the  Board  of  Medical  Practice 
will  play  a major  role  in  bringing  all 
nonphysicians  under  its  regulatory 
jurisdiction  to  protect  the  citizens  of 
our  state.  A prototype  of  such  legis- 
lation, regulating  the  scope  of  prac- 
tice of  physician’s  assistants,  be- 
came law  in  1992  and  has  been 
successfully  operant  since. 

We  indeed  want  increased  ac- 
cess to  health  care  for  everyone,  but 
the  “practice  of  medicine”  by 
nonphysicians  is  simply  not  pos- 
sible without  supervision  by  physi- 
cians. 

Health  care  reform  is  unequivo- 
cally the  most  challenging  and  com- 
plex issue  that  we  have  ever  faced. 
The  Medical  Society  of  Delaware 
developed  a health  care  reform  plan 
for  the  state  this  summer  and  fall 
after  Dr.  Permut  activated  an  ad 
hoc  committee  that  had  been  cre- 
ated to  assist  Senator  Biden  in  ana- 
lyzing how  the  President’s  plan 
would  affect  our  state.  We  began 
meeting  in  early  August,  and  we  are 
still  meeting  as  I prepare  these  re- 
marks. It  is  an  exhilarating  experi- 
ence. The  proposed  plan  will  be 
shared  with  the  Delaware  Health 
Care  Commission  and  every  agency 
having  a major  role  in  this  enor- 
mous task,  including  the  public  at 
large.  Details  of  the  principles  on 
which  it  is  based  and  its  basic  ben- 
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efits  are  in  print  in  the  October 
issue  of  the  Delaware  Medical 
Journal. 

At  the  risk  of  sounding  repeti- 
tious, I cannot  close  the  year  with- 
out thanking  Mark  Meister, 
Beverly  Dieffenbach,  the  officers 
and  trustees  of  the  Medical  Soci- 
ety, and  Dr.  Stephen  Permut  for 
making  me  so  much  a part  of  the 
process  of  organized  medicine  in 
our  state. 

As  we  prepare  for  our  Annual 
Meeting  and  the  second  session  of 
the  137th  General  Assembly,  I am 
deeply  saddened  to  report  that 
Senator  Herman  Holloway  has  de- 
cided not  to  return  on  account  of 
serious  health  problems.  Senator 
Holloway  is  one  of  the  kindest  men 
I have  ever  met.  He  has  always 
been  a friend  of  medicine,  and  I 
have  had  the  distinct  privilege  of 
being  on  a number  of  task  forces 
with  him.  These  opportunities  al- 
lowed me  to  get  to  know  Herman 
the  man,  the  father,  the  ultimate 
citizen  at  large.  His  dedication, 
concern,  wit,  and  exceptional  depth 
will  be  terribly  missed.  At  a per- 
sonal level,  I feel  lucky  that  I can 
still  count  on  him  as  my  friend. 

Jorge  A.  Pereira-Ogan,  MD 
Chairman 

The  report  was  filed  with  spe- 
cial commendation  to  Dr. 
Pereira-Ogan  for  his  diligence 
and  leadership. 

Publication  Committee/ 
Editorial  Board 

The  past  year  has  been  a most 
eventful  one  for  the  Delaware 
Medical  Journal.  We  missed  our 
usual  spring  meeting  because  I 
was  tied  up  moving  to  Dover,  but 
that  didn’t  avoid  some  major  Jour- 
nal events. 

Last  March -April  all  of  our 
legislators  and  elected  state  offi- 
cials were  offered  free  subscrip- 
tions. Nearly  all  accepted.  Your 
letters  to  the  editor  may  be  read  by 
people  who  will  be  shaping 


Delaware’s  new  health  care  plan. 

Second,  our  printer  of  many 
years  suffered  a major  myocardial 
infarct  — not  exactly  unexpected, 
but  damaging  to  the  Journal , none- 
theless. His  grandson  took  over 
the  family  business,  and  almost 
immediately  we  started  to  receive 
complaints  from  advertisers  about 
quality  of  the  printing.  A number 
cancelled  their  ads.  We  had  no 
choice  but  to  change  printers.  This 
proved  to  be  difficult,  but  finally  in 
October  we  got  our  first  issue 
printed  by  our  new  printer,  Farley 
Printing  Company.  It  seems  very 
satisfactory. 

Third,  we  felt  we  had  to 
change  advertising  agencies.  We 
book  local  ads  ourselves,  and  this 
is  the  bulk  of  our  income,  but  for 
national  ads  (pharmaceutical,  etc.) 
we  rely  on  an  affiliation  of  32  state 
medical  journals,  known  as  State 
Medical  Journal  Advertising  Bu- 
reau (SMJAB).  They  have  been 
losing  advertisers  and  losing 
money  for  years.  It  appeared  that 
they  might  go  bankrupt,  and  this 
could  impose  significant  financial 
liability  on  us.  Therefore,  we  re- 
signed, and  barely  in  time.  We 
have  a new  agency  representing 
us.  Progress  is  very  slow,  but  we 
have  reason  for  hope  that  things 
will  get  better.  We  have  had  to 
raise  advertising  rates  to  main- 
tain solvency. 

A number  of  problems  have 
surfaced  necessitating  timely 
changes.  Dr.  Bert  Keating  left  for 
a great  opportunity  elsewhere, 
throwing  more  responsibility  on 
Dr.  Ginger  Collier  at  the  Medical 
Center  of  Delaware,  resulting  in  a 
six-month  suspension  of  our  Medi- 
cal Grand  Rounds  series.  We  did 
not  have  the  volume  of  scientific 
manuscripts  I felt  we  needed  to 
retain  reader  interest  and  cred- 
ibility as  a scientific  journal,  so  we 
have  had  to  rely  more  on  columns, 
features  and  other  non-scientific 
material,  as  well  as  reprinting  ar- 
ticles from  other  state  journals. 
This  situation  seems  a little  better 
this  past  month,  but  it  can’t  be 


said  with  any  certainty  whether  this 
is  a trend  or  merely  a fortuitous 
blip.  We  shall  continue  to  try  very 
hard  to  put  out  a journal  with  some 
items  of  interest  for  everyone. 

The  Editorial  Board  and  Publi- 
cations Committee  will  have  a meet- 
ing soon,  probably  after  the  first  of 
the  year. 

E.  Wayne  Martz,  MD 
Chairman,  Publication  Committee 
Editor,  Delaware  Medical  Journal 

The  report  was  filed  with  spe- 
cial commendation  to  Dr.  Martz 
for  his  efforts  in  maintaining 
the  excellence  of  the  Delaware 
Medical  Journal. 


Nominating  Committee 

A meeting  of  the  Nominating  Com- 
mittee was  held  at  the  Delaware 
Academy  of  Medicine  Building  in 
Wilmington  on  October  5,  1993,  to 
consider  positions  to  be  filled  for  the 
year  November  1993  through  No- 
vember 1994.  The  following  nomi- 
nations were  made: 

President 

Thomas  J.  Maxwell,  MD 

President-Elect 
Michael  J.  Bradley,  DO 

Vice  President 
Carol  A.  Tavani,  MD 

Secretary 

Greg  R.  Pahnke,  MD 
Treasurer 

Garth  A.  Koniver,  MD 

Speaker  of  the  House 
Roger  B.  Thomas,  Jr.,  MD 

Representative  to  the  Delaware 
Academy  of  Medicine 
Leonard  P.  Lang,  MD 

Delegate,  American  Medical 
Association 
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Daniel  A.  Alvarez,  MD 
(two-year  term  to  expire  12/31/95) 

Delegate,  American  Medical 
Association 

Stephen  R.  Permut,  MD 
(two-year  term  to  expire  12/31/95) 

Alternate  Delegate,  American 
Medical  Association 

Alfonso  P.  Ciarlo,  MD 
(two-year  term  to  expire  12/31/95) 

Alternate  Delegate,  American 
Medical  Association 

Charles  M.  Smith,  MD 
(two-year  term  to  expire  12/31/95) 

Judicial  Council 

I.  Favel  Chavin,  MD 
(three-year  term  to  expire  11/96) 

Judicial  Council 

James  B.  McClements,  MD 
(three-year  term  to  expire  11/96) 


Elected  Committees 

Budget  and  Finance 

Committee 

(one-year  terms) 

Paul  Akana,  MD 
Anthony  L.  Cucuzzella,  MD 
John  J.  DiBonaventure,  DO 
Stephen  G.  Cooper,  MD 
William  H.  Duncan, MD 
Stephen  S.  Grubbs,  MD 
Ali  Z.  Hameli,  MD 
Garth  A.  Koniver,  MD 
William  L.  Medford,  Jr.,  MD 
Edward  F.  Quinn,  MD 
Thomas  S.  Vates,  MD 

Committee  on  Ethics 

(one-year  terms) 

Mehdi  Balakhani,  MD 
Rhoslyn  J.  Bishoff,  MD 
A.  Douglas  Chervenak,  DO 
Garrett  H.  C.  Colmorgen,  MD 
Edwin  H.  Dafter,  Esq. 

Daniel  L.  DePietropaolo,  MD 
Paul  T.  Durbin,  Ph.D. 

John  J.  Egan,  MD 
Beth  N.  Fisher,  DO 
Robert  W.  Frelick,  MD 


Michael  J.  Guarino,  MD 
Robert  E.  Heckman,  MD 
Dennis  J.  Hoelzer,  MD 
William  L.  Jaffee,  MD 
Maurice  Liebesman,  MD 
Edgar  R.  Miller,  Jr.,  MD 
Charles  L.  Minor,  MD 
William  R.  Nottingham,  Jr.,  MD 
Stephen  R.  Permut,  MD 
Edward  F.  Quinn  III,  MD 
Harold  S.  Rafal,  MD 
Richard  P.  Sanger 
Charles  M.  Smith,  MD 

Board  of  Directors 
Medical  Society  of  Delaware 
Insurance  Services 

(one-year  terms) 

Robert  G.  Altschuler,  MD 
George  Benes,  MD 
William  H.  Duncan,  MD 
Meryl  Goldhaber,  MD 
Stephen  S.  Grubbs,  MD 
Richard  N.  Hindin,  MD 
James  P.  Marvel,  Jr.,  MD 
Mark  A.  Meister 
Stuart  A.  Narrod,  MD 

Board  of  Directors 
Delaware  Foundation  for 
Medical  Services 

(three-year  terms  to  expire  12/31/96) 
Daniel  A.  Alvarez,  MD 

Michael  J.  Bradley,  DO 

Nominees  for  Board  of  Medical 
Practice 

(three-year  terms) 

New  Castle  County 

Michael  A.  Alexander,  MD 
Maurice  Liebesman,  MD 
Raymond  R.  Noble,  MD 
William  R.  Nottingham,  MD 
Jorge  A.  Pereira-Ogan,  MD 
New  Castle  County 

James  E.  D’Amour,  MD 
Barry  S.  Denenberg,  MD 
Sarabeth  T.  Walker,  MD 
John  S.  Wills,  MD 
Sussex  County 
Paul  Akana,  MD 
Roger  S.  Alexander,  MD 
Jose  L.  Barriocanal,  MD 
Eduardo  L.  Jiloca,  MD 
Vincent  B.  Killeen,  MD 
Harry  A.  Lehman  III,  MD 


John  C.  Rawlins,  MD 
Frederick  K.  Toy,  MD 
Charles  G.  Wagner,  MD 
Kent  County 

Leroy  B.  Buckler,  MD 
John  F.  Glenn  III,  MD 
Norman  P.  Jones,  MD 
William  A.  Rosenfeld,  MD 
John  C.  Sewell,  MD 

Thomas  J.  Maxwell,  MD,  Chairman 
Michael  J.  Bradley,  DO 
John  J.  DiBonaventure,  DO 
Stephen  S.  Grubbs,  MD 
Stephen  F.  Wetherill,  MD 

Nominating  Committee 

Resolutions 

The  following  resolution,  which 
was  adopted  by  the  House  of 
Delegates  in  November  1992, 
was  referred  to  Reference  Com- 
mittee B for  reconsideration  of 
the  second  Resolved,  since  it  is 
contrary  to  AMA  policy. 

RESOLUTION  92-4,  Unified 
Membership  - American  Medi- 
cal Association 

Whereas,  on  November  15, 
1985,  the  House  of  Delegates,  after 
lengthy  debate,  adopted  Substitute 
Resolution  85-9  calling  for  the  Medi- 
cal Society  of  Delaware  to  adopt  a 
unified  membership  policy  and  to 
require  that  membership  in  the 
American  Medical  Association  or 
the  American  Osteopathic  Associa- 
tion be  mandatory  for  all  Medical 
Society  of  Delaware  members;  and 
Whereas,  the  resolution  noted 
that  the  American  Medical  Associa- 
tion is  the  logical  organization  that 
cuts  across  all  local  and  specialty 
societies  to  speak  for  organized 
medicine  and  that  the  AMA  in- 
creases its  political  “clout”  in  direct 
proportion  to  its  number  of  mem- 
bers and  financial  ability; 

Whereas,  the  House  of  Del- 
egates on  November  14,  1986, 
adopted  the  recommendation  of  the 
Bylaws  Committee  that  the  Bylaws 
of  the  Medical  Society  of  Delaware 
be  amended  to  implement  a policy 
of  unified  membership  beginning 
with  the  1987  dues  year;  and 
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Whereas,  Article  III,  Member- 
ship, Section  1,  of  the  current  By- 
laws of  the  Medical  Society  of  Dela- 
ware states  that  “Membership  in 
the  American  Medical  Association 
or  the  American  Osteopathic  As- 
sociation is  mandatory  for  all  Medi- 
cal Society  of  Delaware  members;” 
and 

Whereas,  benefits  accruing  as 
a result  of  unification  include  ad- 
ditional delegate  representation  in 
the  AMA’s  House  of  Delegates,  a 
10  percent  discount  on  AMA  dues 
for  lst-year-in-practice,  2nd-year- 
in-practice,  military,  and  full  dues- 
paying  members,  and  services  of 
AMA  staff  for  special  projects  for 
the  Society;  and 

Whereas,  the  issue  of  unified 
membership  has  on  occasion  been 
raised  by  members  as  well  as  non- 
members of  the  Medical  Society  of 
Delaware;  now  therefore  be  it 
Resolved,  that  the  House  of 
Delegates  at  its  annual  session  on 
November  20,  1992,  re-affirm  its 
support  for  a unified  membership 
policy;  and  be  it  further 

Resolved,  that  an  exemption 
from  AMA  membership  be  granted 
to  members  in  good  standing  of  the 
National  Medical  Association,  as 
is  provided  for  members  of  the 
American  Osteopathic  Association; 
and  be  it  further 

Resolved,  that  the  unified 
membership  policy  be  reaffirmed 
by  the  House  of  Delegates  at  its 
1995  Annual  Meeting  and  every 
three  years  thereafter  as  long  as 
the  policy  is  in  force. 

The  Reference  Committee 
recommended  deletion  of  the 
second  Resolved  since  it  is 
in  conflict  with  AMA  policy, 
which  is  that  the  criteria  for 
membership  is  limited  to  pro- 
fessional degrees,  medical  doc- 
tor or  doctor  of  osteopathy, 
only.  The  recommendation  of 
the  Reference  Committee  was 
adopted  by  the  House  of  Del- 
egates. 

RESOLUTION  93-1,  Motorcycle 
Helmet  Law 


Introduced  by  Board  of 
Trustees 

Whereas,  motorcycle  collisions 
continue  to  kill  many  Delawar- 
eans; and 

Whereas,  many  of  the  survi- 
vors of  motorcycle  collisions  suffer 
permanent  brain  injury  and  other 
serious  physical  disabilities;  and 

Whereas,  the  proper  use  of 
helmets  would  have  lessened  many 
of  these  tragic  deaths  and  trau- 
matic injuries;  and 

Whereas,  the  Medical  Society 
of  Delaware  is  vitally  interested  in 
the  health  of  all  Delaware  citizens 
and  the  reduction  of  traumatic  in- 
juries; and 

Whereas,  the  Medical  Society 
of  Delaware  is  aware  of  the  emo- 
tional, psychological,  and  finan- 
cial losses  sustained  by  the  pa- 
tient, family  members  and  friends 
as  a consequence  of  the  widespread 
failure  to  wear  protective  head  gear 
in  the  operation  of  motorcycles; 
now  therefore  be  it 

Resolved,  that  the  Medical  So- 
ciety of  Delaware  urge  the  General 
Assembly  of  Delaware  to  enact  leg- 
islation requiring  the  use  of  hel- 
mets for  all  drivers  and  passen- 
gers of  motorcycles  operating  on 
Delaware  highways. 

Resolution  93-1  was  adopted 
by  the  House  of  Delegates. 

RESOLUTION  93-2, 
Electrodiagnostic  Medicine 
Introduced  by  Board  of 
Trustees 

Whereas,  the  performance  of 
electrodiagnostic  studies  known  as 
electromyography  requires  the 
ability  to  interpret  the  physical 
and  history  with  the  electrical  test 
itself;  and 

Whereas,  the  performance  of 
electromyography  requires  the  in- 
sertion of  electrodes  into  patients; 
and 

Whereas,  this  is  not  without 
clinical  ramification;  now  there- 
fore be  it 

Resolved,  that  the  Medical  So- 
ciety of  Delaware  urge  the  General 


Assembly  to  clarify  the  performance 
of  electromyography  as  a medical 
procedure. 

Resolution  93-2  was  adopted  by 
the  House  of  Delegates. 


RESOLUTION  93-3,  Public  Meet- 
ings on  Health  Care 
Reform 

Introduced  by  David  Platt,  MD 

Whereas,  Delaware  has  many 
uninsured  or  underinsured  people; 
and 

Whereas,  the  Medical  Society 
of  Delaware’s  Health  Care  Reform 
Plan  is  excellent,  compatible  with 
the  proposed  federal  plan,  practical 
and  doable;  and 

Whereas,  every  effort  must  be 
made  to  activate  this  plan  as  soon 
as  possible,  either  as  part  of  a na- 
tional health  plan  or  if  necessary  as 
an  independent  plan  for  Delaware, 
which  may  then  become  a national 
model;  and 

Whereas,  public  support  must 
be  secured  for  this  plan;  now  there- 
fore be  it 

Resolved,  that  the  Medical  So- 
ciety of  Delaware  in  cooperation 
with  the  Delaware  Commission  for 
Health  Care  set  up  a series  of  public 
meetings  throughout  the  state  to 
educate  the  general  public  on  the 
great  need  for  health  care  reform, 
and  how  this  plan  will  answer  that 
need,  to  secure  public  support  for 
the  Medical  Society  of  Delaware’s 
appeal  for  enactment  by  our  state 
legislature. 

Resolution  93-3  was  not 
adopted  by  the  House  of  Del- 
egates. The  Reference  Commit- 
tee rep  ort  noted  that  the  thought 
was  a good  one  but  there  were 
going  to  be  multiple  opportuni- 
ties in  other  ways  to  discuss  the 
plan,  and  recommended  wait- 
ing to  see  what  develops,  with 
full  knowledge  that  the  plan 
would  need  to  be  discussed  more 
widely. 

RESOLUTION  93-4,  Domestic 
Violence  (Late  Resolution) 


44 


Del  Med  Jrl , January  1994,  Vol  66,  Nol 


Special  Report 


Introduced  by  Rhoslyn  J. 
Bishoff,  MD 

Whereas,  reports  from  the  Do- 
mestic Violence  Coordinating 
Council  created  by  the  passage  of 
Senate  Bill  156  signed  into  law  on 
July  7,  1993,  indicate  that  domes- 
tic violence  is  a severe  problem; 
and 

Whereas,  the  /American  Medi- 
cal Association  has  circulated  di- 
agnostic and  treatment  guidelines 
on  domestic  violence;  now  there- 
fore be  it 

Resolved,  that  the  President 
and  Board  of  Trustees  of  the  Medi- 
cal Society  of  Delaware  organize  a 
committee,  in  conjunction  with  the 
Medical  Society  of  Delaware  Alli- 
ance, to  respond  to  society’s  need 
to  address  domestic  violence  in  the 
state  of  Delaware;  and  be  it  fur- 
ther 

Resolved,  that  the  American 
Medical  Association  be  advised  of 
this  action. 

Resolution  93-4  was  adopted 
by  the  House  of  Delegates  with 
the  recommendation  of  the  Ref- 
erence C ommittee  that  the  word 
“person”  be  substituted  for 
“women”  in  referring  to  victims 
of  abuse  in  the  AMA  literature 
that  has  been  distributed. 

The  remainder  of  the  re- 
ports considered  at  the  House 
of  Delegates  meeting  will  be 
published  in  the  February  1994 
issue  of  the  Delaware  Medical 
Journal. 

The  complete  report  of  the 
Proceedings  of  the  1993  House 
of  Delegates  is  on  file  at  the 
Medical  Society  office  and  is 
available  to  members. 
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SPECIAL  REPORT 


Health  Care  Reform  in  Delaware: 
A Strategy  for  Change 


Introduction 

Over  the  past  decade,  both  the 
Delaware  and  U.S.  health  care 
systems  have  experienced  spiral- 
inghealth  care  expenditures,  grow- 
ing disparities  in  access  to  care 
and  disintegration  of  competitive 
insurance  markets.  These  forces 
have  created  calls  for  a fundamen- 
tal restructuring  of  the  way  health 
care  is  financed  and  delivered  in 
the  U.S.,  and  have  led  to  an  in- 
creased level  of  state  and  federal 
government  activity  to  address 
health  care  reform. 

At  the  federal  level,  the  Clinton 
Administration  has  presented  the 
Congress  with  comprehensive 
health  care  reform  legislation. 
While  passage  of  federal  legisla- 
tion would  create  a series  of  re- 
quirements that  states  would  have 
to  follow  (e.g.,  a standard  benefits 
package),  states  will  have  signifi- 
cant flexibility  to  pursue  strate- 
gies appropriate  to  their  unique 
populations  and  health  care  sys- 
tems through  state  responsibility 
for  health  care  reform  implemen- 
tation. States  will  also  have  oppor- 


Because  of  space  limitations,  this 
article  omits  the  executive  summary 
of  the  ADH /MSD  Health  Care  Re- 
form Plan  and  includes  only  the 
body  of  the  plan.  Members  desiring 
to  obtain  a copy  of  the  executive 
summary  may  call  the  Medical  So- 
ciety office. 


tunities  to  pursue  alternative  strat- 
egies through  use  of  federal  waiv- 
ers. The  Association  of  Delaware 
Hospitals/Medical  Society  of  Dela- 
ware Work  Group  believes  that  it 
is  critical  to  design  a plan  that  is 
right  for  Delaware  and  to  work  to 
achieve  the  plan’s  objectives  within 
the  context  of  future  federal  legis- 
lation. 

In  light  of  the  rapidly  chang- 
ing Delaware  health  care  market 
and  the  state  and  federal  legisla- 
tive environment,  the  Association 
of  Delaware  Hospitals  (ADH) 
Board  of  Directors  and  the  Medi- 
cal Society  of  Delaware  (MSD) 
decided  to  jointly  examine  options 
for  comprehensive  restructuring 
of  health  care  in  Delaware.  As  part 
of  this  process,  the  ADH/MSD 
Work  Group  and  their  consultants, 
Lewin-VHI  of  Fairfax,  Virginia, 
have  taken  steps  to: 

• Monitor  proposals  devel- 
oped by  the  White  House 
Health  Care  Task  Force  as 
well  as  other  key  congres- 
sional initiatives  and  assess 
their  potential  impact  on 
Delaware  citizens  and 
health  care  providers; 

• Study  the  health  care  financ- 
ing and  delivery  system  in 
Delaware  and  identify  key 
issues  that  should  be  ad- 
dressed under  reform; 

• Establish  a series  of  prin- 
ciples to  guide  future  re- 
structuring of  Delaware’s 
health  care  system;  and 

• Analyze  alternative  options 


for  reform  and  make  recom- 
mendations which  reflect  the 
unique  characteristics  of 
Delaware’s  health  care  sys- 
tem and  are  consistent  with 
the  needs  of  Delaware’s  citi- 
zens. 

The  first  phase  of  the  project 
was  to  conduct  a careful  study  of 
Delaware’s  health  care  system.  As 
part  of  this  process,  a number  of  key 
providers,  insurers,  employers  and 
state  officials  were  interviewed  to 
identify  problems  in  the  health  care 
system  and  priorities  for  reform. 
Results  from  the  interview  process 
were  presented  to  the  ADH  Board, 
MSD  leadership,  and  other  stake- 
holders during  two  “open”  meetings 
held  in  May  1993.  (A  list  of  attend- 
ees is  provided  in  Appendix  A.)1 
Representatives  from  ADH  and 
MSD  then  met  separately  to  de- 
velop the  proposal  presented  in  this 
report. 

The  remainder  of  the  report 
summarizes  the  analysis  of 
Delaware’s  health  care  system, 
discusses  key  principles  for  reform 
and  introduces  a draft  proposal  for 
future  changes  to  the  Delaware 
health  care  system.  During  the  fall 
of  1993,  ADH  and  MSD  will  present 
this  proposal  to  providers,  state  of- 
ficials and  business  leaders  in  Dela- 
ware to  solicit  further  input.  The 
purpose  of  this  process  will  be  to 
establish  a foundation  for  construc- 
tive dialogue  among  key  policy- 
makers focused  on  addressing 
Delaware’s  critical  health  care  and 
economic  needs. 
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Environmental  Analysis 

The  ADH/MSD  Work  Group  spent 
considerable  effort  studying  prob- 
lems associated  with  Delaware’s 
current  health  care  system  before 
considering  reform  options.  The 
major  areas  examined  included: 

• Access  to  care; 

• Community  health; 

• Small  group  insurance  mar- 
kets; 

• Health  care  expenditures; 

• Cost  shifting; 

• Delivery  system  organiza- 
tion and  incentives;  and 

• Implications  for  Delaware’s 
market  for  health  care  ser- 
vices. 

Key  findings  are  summarized  be- 
low. 

Access  to  Care 

Approximately  95,000  Dela- 
wareans were  uninsured  in  199 1.1 
The  number  of  persons  without 
insurance  in  Delaware  has  grown 
by  roughly  26,000  since  1988.2 
Delaware’s  13.2  percent  rate  of 
uninsurance  is  slightly  below  U.S. 
average  of  14.1  percent,  but  is 
higher  than  in  surrounding  states 
(Exhibit  l).3  Relative  to  state  re- 
sources, the  rate  of  uninsurance 
appears  to  be  high  in  Delaware. 
For  example,  only  5.2  percent  of 
Delawareans  are  currently  unem- 
ployed compared  with  the  U.S. 
average  of  about  7.0  percent. 
Delaware’s  per  capita  income  of 
$18,750  in  1990  was  about  6.6  per- 
cent above  the  U.S.  average.  In 
addition,  a larger  proportion  of 
Delawareans  work  in  large  firms 
which  are  more  likely  to  offer  in- 
surance coverage  to  employees  and 
dependents. 

L Based  on  analysis  of  the  1991  and 
1992  Current  Population  Survey. 

^ Based  on  figures  reported  in  “Access 
to  Health  Care  in  Delaware:  Recom- 
mendations by  the  Delaware  Indi- 
gent Care  Task  Force”,  using  the 
1988/1989  CPS. 

3 Exhibits  are  located  in  Appendix  B. 


The  uninsured  are,  on  aver- 
age,  younger,  poorer,  and  more 
likely  to  be  African  American  or 
Hispanic  than  Delaware’s  popula- 
tion as  a whole.  About  59  percent 
of  Delaware’s  uninsured  are  em- 
ployed (Exhibit  2);  a dispropor- 
tionate number  of  these  workers 
are  employed  in  small  firms.  How- 
ever, despite  the  high  correlation 
between  income  and  insurance  cov- 
erage, not  all  of  the  uninsured  are 
poor.  Nearly  15  percent  of 
Delaware’s  uninsured  report  fam- 
ily income  in  excess  of  $50,000.4 

While  much  of  the  reform 
debate  has  focused  on  expand- 
ing insurance  coverage,  access 
to  insurance  does  not  guaran- 
tee access  to  care.  Many  Dela- 
wareans have  difficulty  accessing 
necessary  health  care  services 
which  are  not  available  in  their 
community.  Shortages  of  primary 
care  physicians,  particularly  in 
Kent  and  Sussex  Counties  and  cer- 
tain areas  in  New  Castle  County 
are  of  particular  concern  because 
timely  primary  and  preventive  care 
can  prevent  more  serious  and  costly 
illness. 

Delaware  has  fewer  physicians 
per  capita  than  the  U.S.  average 
(Exhibit  3).  Only  about  37  percent 
of  Delaware  physicians  practice 
primary  care,  resulting  in  a pri- 
mary care  physician  to  population 
ratio  of  0.68  per  thousand  com- 
pared with  the  U.S.  average  of 
0.76.s 

While  only  4.3  percent  of  Dela- 
wareans live  in  federally  desig- 
nated Health  Professional  Short- 
age Areas,  anecdotal  evidence  sug- 
gests that  a substantially  higher 
number  of  people  have  difficulty 
accessing  appropriate  and  timely 
primary  care.®  For  example,  some 

4 Current  Population  Survey,  1992. 

6 This  definition  includes  general  and 
family  practice,  general  internal 
medicine  and  pediatrics. 

6 Defined  as  areas  with  fewer  than  one 
primary  care  physician  per  3,500  resi- 
dents. 


people  commented  that  insured  pa- 
tients in  New  Castle  county  who  do 
not  have  an  existing  relationship 
with  a primary  care  practitioner 
may  have  difficulty  making  an  ap- 
pointment. This  problem  is  particu- 
larly acute  for  Medicaid  beneficia- 
ries and  the  uninsured. 

Community  Health 

Despite  recent  improvements, 
Delaware  lags  behind  the  nation  in 
certain  critical  health  indicators. 
For  example,  the  state’s  infant  mor- 
tality rates  of  9.9  deaths  per  1,000 
live  births  for  white  residents  and 
20.7  for  black  residents  were  above 
the  U.S.  average  of  8.7  for  whites 
and  18.1  for  blacks.7  In  addition,  a 
survey  of  47  states  conducted  by  the 
Federal  Centers  for  Disease  Con- 
trol and  Prevention  indicates  that 
Delaware  residents  have  above  av- 
erage rates  of  unhealthy  behaviors 
such  as  smoking  and  sedentary 
lifestyle  (Exhibit  4).  While  this 
analysis  did  not  include  a detailed 
evaluation  of  community  health  sta- 
tistics, the  Work  Group  emphasized 
the  need  for  an  improved  focus  on 
community  health  under  any  health 
care  reform  proposal.  They  also 
stressed  the  need  for  appropriate 
health  education  and  financial  in- 
centives to  promote  individual  re- 
sponsibility for  healthy  behaviors 

Small  Group  Insurance  Markets 

According  to  the  Current  Popu- 
lation Survey  (CPS),  about  25  per- 
cent of  Delawareans  work  in  firms 
with  fewer  than  25  employees.  How- 
ever, only  about  38  percent  of  these 
workers  receive  insurance  coverage 
on  their  jobs.  While  many  workers 
in  small  firms  receive  coverage  from 
other  sources  (e.g.,  spousal  or 
nongroup  coverage),  many  others 
are  uninsured. 

7-  This  data  is  based  on  a five-year  aver- 
age between  1985  and  1989  as  reported 
by  the  Delaware  Bureau  of  Health 
Planning  and  Resources  Management. 
The  five  year  average  is  used  to  ensure 
statistical  significance. 
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Delaware’s  Uninsured  Rate  is  Below  the  U.S. 
Average  but  Higher  than  Surrounding  States 
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Exhibit  2 

Relationship  Between  Workers  Without  Coverage  on  Their 
Jobs  and  the  Uninsured  Population  (in  thousands) 


!T\ 


Workers  Without  Employer  Health 

Non  Working  Dependents  of  Workers 

Insurance  on  Own  Job 

Without  Coverage  on  Job 

Employers  Coverage  as  Dependent 
on  Spouse  or  Parent’s  Plan 

58.2 

With  Non-Group  Coverage 

11.4 

With  Non-Group  Coverage 

22.4 

With  Public  Insurance 

9.9 

With  Public  Insurance 

12.2 

No  Other  Insurance 

13.0 

No  Other  Insurance 

44.8 

All  Without  Coverage  on  Job 

137.6 

All  Non  Working  Dependents 

34.3 

Uninsured  Population 

Employed  Persons 

44.8 

Non  Working  Dependents  of  Workers 

13.0 

Uninsured  With  No  Connection  to 
Employment 

40.4 

All  Uninsured 

98.2 

Source:  Lewin-VHI  estimates  using  the  March  1992  Current  Population  Survey  (CPS)  Data 
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Exhibit  3 


Physicians  per  Thousand  Population 
U.S.  and  Delaware,  1990 
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Source:  Physician  Characteristics  and  Distribution  in  the  U.S.,  AMA,  1992. 
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Small  groups  have  difficulty 
purchasing  insurance  coverage  for 
a variety  of  reasons.  First,  those 
with  low-wage  workers  find  health 
insurance  costs  represent  a large 
financial  burden  relative  to  total 
payroll  expenses.  For  example,  the 
average  cost  of  insurance  pur- 
chased by  a sample  of  large  firms 
would  add  38  percent  to  the  aver- 
age payroll  cost  for  a firm  employ- 
ing minimum  wage  workers  (Ex- 
hibit 5).  Small  firms  may  also  face 
insurer  administrative  costs  of  up 
to  40  percent  of  incurred  claims 
compared  with  5 percent  or  less  for 
very  large  firms,  further  exacer- 
bating financial  barriers  to  health 
insurance  coverage.8  Finally,  some 
small  firms  may  be  precluded  from 
coverage  due  to  insurer  underwrit- 
ingpractices.  These  include:  “medi- 
cal underwriting,”  reviewing  group 
members'  medical  histories  and 
selecting  only  those  with  accept- 
able risks;  “redlining,”  denying 
coverage  to  all  groups  in  selected 
high-risk  industries  or  geographic 
areas;  and  “pre-existing  conditions 
exclusions,”  preventing  coverage 
of  known  medical  conditions.  These 
practices  result  in  denial  of  insur- 
ance coverage  to  persons  most  in 
need  of  protection. 

A series  of  small  market  re- 
forms which  apply  to  groups  of  25 
or  fewer  were  recently  passed  in 
Delaware  under  Chapter  72  of  Title 
18:  Small  Employer  Health  Insur- 
ance. These  provisions  require  that 
small  business  insurers  submit 
rate  manuals  for  approval  to  the 
Department  of  Insurance,  prohibit 
growth  in  new  business  premiums 
above  the  rate  of  increase  in  base 
premium  rates  for  any  given  class 
of  business,  require  that  insur- 
ance is  offered  to  entire  groups, 
and  limit  waiting  periods  for  new 
employees  to  60  days.  The  regula- 

8 Congressional  Research  Service, 

Costs  and  Effects  of  Extending  Health 

Insurance  Coverage,  prepared  for  the 
Committee  on  Education  and  Labor, 
October  1988. 


tions  state  that  case  characteris- 
tics (e.g.,  group  size,  industry,  etc.) 
must  be  applied  consistently  to 
groups  within  any  class  of  busi- 
ness and  that  differences  among 
premium  rates  may  not  be  based 
on  actual  or  expected  health  sta- 
tus or  claims  experience.  However, 
insurers  have  latitude  to  define 
classes  of  business,  which  could 
significantly  limit  pooling  of  risks. 
Furthermore,  insurers  may  con- 
tinue to  exclude  pre-existing  con- 
ditions from  coverage. 

Health  Care  Expenditures 

Controlling  the  rate  of  growth 
in  health  care  expenditures  is  a 
major  focus  of  current  health  re- 
form efforts.  Health  insurance  pre- 
miums in  Delaware  are  widely 
perceived  by  employers  and  insur- 
ers to  be  higher  than  in  surround- 
ing states.  Recent  data  on  state- 
level  health  care  expenditures  sup- 
port the  assertion  that  costs  have 
been  rising  faster  in  Delaware  (Ex- 
hibit 6).  Total  per-capita  expendi- 
tures for  hospital  care,  physician 
services,  and  prescription  drugs 
rose  by  10.6  percent  annually  be- 
tween 1980  and  1991  in  Delaware 
compared  with  9.4  percent  annual 
growth  in  the  U.S.  and  10.0  per- 
cent in  the  Mideast  region.9 

Delaware’s  costs  have  also 
risen  faster  on  a unit  of  service 
basis.  For  example,  Exhibit  7 shows 
Delaware  hospital  costs  per  ad- 
justed admission  rising  from 
$2,150  in  1981  to  $5,748  in  1991, 
an  average  annual  growth  rate  of 
about  10.3  percent.  In  comparison, 
the  U.S.  average  rose  from  $2,170 
in  1981  to  $5,360  in  1991,  repre- 
senting growth  of  about  9.5  per- 
cent annually. 

The  ADH/MSD  Work  Group 
acknowledged  that  hospitals  and 

9  State-level  results  must  be  treated 
with  care  because  they  reflect  care 
provided  in  each  state  and  do  not 
reflect  relative  changes  in  the  level 
of  out-of-state  care  received  by  Dela- 
ware residents. 


physicians  must  work  together  to 
provide  services  more  efficiently  and 
slow  the  rate  of  growth  in  charges. 
However,  in  addition  to  increased 
price  efficiency,  expenditure  con- 
trol also  requires  effective  manage- 
ment of  utilization  (e.g.,  service  vol- 
ume). 

Exhibit  8 compares  Delaware 
hospital  costs  and  utilization  with 
surrounding  states  (Maryland, 
Pennsylvania,  New  Jersey,  and  Vir- 
ginia) and  with  several  Western 
states  characterized  by  a high  pen- 
etration of  managed  health  care  sys- 
tems (Washington,  Utah,  Arizona, 
California).  While  Delaware’s  inpa- 
tient days  and  admissions  per  thou- 
sand residents  were  roughly  simi- 
lar to  the  U.S.  average  and  to  other 
states  in  the  region,  utilization  rates 
were  significantly  higher  than  states 
that  have  high  concentrations  of 
managed  care.  For  example,  the  rate 
of  inpatient  days  per  1,000  in  Dela- 
ware is  52  percent  higher  than  the 
rate  in  Washington;  Delaware’s 
admission  rate  is  25  percent  higher. 
Improving  utilization  management 
in  the  future  will  be  essential  and 
will  require  establishment  of  im- 
proved mechanisms  for  managing 
care  and  appropriate  financial  in- 
centives to  do  so. 

Cost  Shifting 

Disparities  in  financial  access 
to  care  affect  the  cost  of  health  care 
incurred  by  Delaware  businesses. 
This  is  because  the  cost  of  uncom- 
pensated care  results  in  increased 
charges  to  insured  patients  through 
a practice  known  as  “cost  shifting.” 
Delaware  health  care  providers  de- 
liver a significant  amount  of 
uncompensated  care;  about  9.2  per- 
cent of  the  services  provided  in  Dela- 
ware hospitals  are  for  bad  debt  and 
charity  care  compared  with  the  U.S. 
average  of  6.0  percent.10 


10  American  Hospital  Association, 
Unsponsored  Hospital  Care  andMed- 
icaid  Shortfalls  1980  - 91:  A Fact 
Sheet  Update,  1993. 
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Exhibit  5 


The  Financial  Burden  of  Health  Insurance  Is  Greatest 
For  Firms  Which  Employ  Low  Wage  Workers 


40.0% 

35.0% 

30.0% 

25.0% 

20.0% 

15.0% 

10.0% 

5.0% 

0.0% 


$9,516**  $15,000  $20,000  $30,000  $40,000  $50,000  $60,000 

Average  Annual  Payroll 

Average  1991  premium  per  employee  reported  by  Foster  Higgins  based  on  survey  of  medium  and  large  employers. 
Average  Annual  payroll  for  firm  employing  minimum  wage  workers  including  FICA  tax. 


Exhibit  6 


Average  Annual  Growth  in  Health  Care 
Expenditures:  1980  - 1991 


Total 

Hospital 

Physician 

Drugs2 

Delaware3 

10.6 

9.4 

12.8 

11.1 

Mideast 

Region1 

10.0 

9.3 

11.6 

10.8 

U.S. 

9.4 

8.9 

10.5 

9.5 

1 Delaware,  District  of  Columbia,  Maryland,  New  Jersey,  New  York,  Pennsylvania 

2 Prescription  drug  purchases  in  retail  outlets 

3 Does  not  account  for  care  received  in  other  states 

Source:  HCFA  Office  of  the  Actuary  and  Lewin-VHI  calculations. 
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Average  Cost  Per  Adjusted  Admission: 
Delaware  and  U.S.  Average 


Source:  American  Hospital  Association,  Hospital  Statistics,  1981-1992. 


Exhibit  8 

f— 

Selected  Hospital  Cost,  Capacity  and  Use 
Comparisons:  1991 


D ays/1  000 

Adm  is  s ions/1  000 

C o s t/A  d j.  Day** 

Cost/Adj. 

Admission** 

Average  Annual 
Change  1981-1991 
Cost/Adj.  Admission 

Delaware 

843 

1 24 

$845 

$5  ,748 

10.3% 

M a ry  la  n d 

754* 

1 1 5 

$740 

$4,835 

7.0% 

Pennsylvania 

1149 

152 

$732 

$5,490 

9.1% 

New  Jersey 

1100 

145 

$680 

$5,136 

9.6% 

V irg in  ia 

770 

1 1 1 

$701 

$4,875 

9.8% 

W ashing  ton 

554 

99 

$904 

$5,035 

10.9% 

Utah 

535 

1 02 

$9  15 

$4,688 

10.3% 

Arizona 

579 

1 06 

$955 

$5,21  2 

8.4% 

C a lifo  rn  ia 

603 

1 01 

$1,037 

$6,169 

8.2% 

UN  IT  ED  STATES 

884 

1 23 

$752 

$5,360 

9.5% 

* Use  of  D C.  Hospitals  by  Maryland  residents  may  understate  this  number 
**  Unadjusted  data.  No  controls  for  case-mix,  age  of  population,  wages,  etc. 

Source:  AHA  Hospital  Statistics,  1991-1993 
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Many  providers  also  receive 
reimbursement  below  the  cost  of 
service  for  publicly  sponsored  in- 
surance programs.  The  state  Med- 
icaid program  pays  Delaware  hos- 
pitals on  the  basis  of  costs;  Medic- 
aid pays  significantly  less  than 
private  payers  for  physicians’  ser- 
vices.11  Medicare,  which  represents 
the  largest  single  payer  to  Dela- 
ware hospitals,  made  payments 
averaging  18  percent  below  the 
cost  of  service  in  1990.  Medicare 
represents  the  fastest  growing 
component  of  the  cost  shift  in 
Delaware.  Medicare  margins  in 
Delaware  are  significantly  worse 
than  those  in  surrounding  states 
(Exhibit  9)  over  the  past  several 
years.  The  process  of  cost  shifting 
is  illustrated  graphically  in  Ex- 
hibit 10. 

Nationally,  cost  shifting  was 
estimated  to  add  28  percent  to  the 
rates  paid  by  privately  insured  pa- 
tients in  1990. 12Delaware  has  both 
above  average  rates  of  hospital 
uncompensated  care  and  below  av- 
erage Medicare  margins.  This  has 
lead  many  to  believe  that  Dela- 
ware’s cost  shift  burden  is  well 
above  the  national  average.  Al- 
though it  is  difficult  to  measure 
the  exact  magnitude  of  cost  shift- 
ing in  Delaware,  hospital  charges 
exceeded  the  cost  of  care  by  51 
percent  in  1991.  To  the  extent  that 
private  payers  receive  discounts 
from  billed  charges,  this  figure  does 
not  accurately  represent  cost  shift- 
ing. However,  Delaware  hospitals 
gave  virtually  no  discounts  in  1 99 1. 
In  contrast,  Maryland  hospitals 


11.  Nationally,  Medicaid  is  estimated 
to  pay  physicians  approximately  50 
percent  of  prevailing  private  rates. 
The  PPRC  estimated  that  in  1989, 
Medicaid  physician  fees  in  Dela- 
ware were  12  percent  below  the 
U.S.  average. 

12.  A.  Dobson,  andR.  Clarke,  “Shifting, 
No  Solution  to  Problem  of  Increas- 
ing Costs,”  in  Health  Care  Finan- 
cial Management,  July  1992. 


which  cannot  provide  discounts 
under  their  all-payer  system,  had 
a mark-up  of  only  15  percent  above 
costs. 

Delivery  System  Organization 
and  Incentives 

The  ADH/MSD  Work  Group, 
as  well  as  individuals  interviewed 
during  the  environmental  assess- 
ment, expressed  a strong  belief 
that  Delaware’s  health  care  deliv- 
ery system  is  fragmented.  Most 
Delaware  physicians  are  indepen- 
dent practitioners.  There  is  only 
one  multispecialty  group  practice 
in  the  state.  Hospitals  and  physi- 
cians have  generally  not  developed 
partnerships  to  deliver  care  more 
efficiently. 

However,  several  activities 
have  been  recently  undertaken  to 
improve  coordination  of  care.  For 
example,  two  pilot  projects  spon- 
sored by  the  Health  Care  Commis- 
sion are  now  being  initiated  to 
provide  a low-cost  insurance  prod- 
uct to  employers  in  a managed 
care  setting;  one  at  Nanticoke  and 
Milford  Memorial  Hospitals  and 
another  through  a consortium  of 
the  Medical  Center  of  Delaware, 
Riverside  Hospital,  Kent  General 
Hospital,  St.  Francis  Hospital, 
Beebe  Medical  Center,  Blue  Cross 
and  Principal  Health  Care.  It  is 
hoped  that  provider  relationships 
and  managed  care  protocols  devel- 
oped in  these  pilots,  if  successful, 
will  experience  more  widespread 
use  over  time. 

Lack  of  financial  incentives 
for  provider  integration  has  been 
an  important  barrier  to  progress 
in  this  area.  Health  care  financing 
in  Delaware  is  characterized  by  fee 
for  service  reimbursement.  Even 
HMOs  in  Delaware  pay  most  pro- 
viders on  the  basis  ofbilled  charges. 
This  reimbursement  method  does 
not  tend  to  encourage  efficiency  or 
provision  of  care  in  less  costly  set- 
tings. In  contrast,  payment  meth- 
ods where  providers  share  the  risk 
and  reward  for  providing  care  effi- 
ciently (e.g.,  capitation,  bundled 


per-episode  payments,  incentive 
pools)  may  provide  stronger  incen- 
tives for  careful  care  management. 
An  important  aspect  of  delivery  re- 
form involves  restructuring  reim- 
bursement incentives  to  encourage 
greater  efficiency. 

Another  key  aspect  of  control- 
ling unnecessary  services  is  making 
changes  to  the  current  medical  li- 
ability system.  A significant  degree 
of  service  over  utilization  in  the 
current  system  results  from  the 
practice  of  “defensive  medicine,” 
that  is,  provision  of  an  overly  con- 
servative array  of  tests  and  proce- 
dures intended  to  reduce  the  poten- 
tial for  medical  liability  lawsuits. 

Implications  for  Delaware *s 
Market  for  Health  Care  Services. 

A major  theme  in  the  Work 
Group’s  discussions  was  that  the 
health  care  system  plays  an  impor- 
tant role  in  Delaware’s  economic 
development.  A high-quality,  cost- 
effective  system  will  help  the  state 
attract  new  business  and  provide  a 
competitive  edge  for  existing  busi- 
nesses. A costly,  inefficient  system 
will  have  the  opposite  effect. 

The  analysis  of  current  market 
conditions  suggests  that  Delaware’s 
health  care  system  is  at  risk.  Dela- 
ware is  a small  state  with  a signifi- 
cant proportion  of  the  population 
living  close  to  state  borders.  As 
health  care  purchasers  (including 
businesses  and  insurers)  face  in- 
creasing pressures  to  control  health 
spending,  some  have  begun  to  look 
outside  the  state’s  borders  to  pur- 
chase certain  services,  particularly 
“big  ticket”  items  such  as  cardiac 
surgery. 

Competition  with  providers  in 
neighboring  states  is  particularly 
problematic  for  Delaware  hospitals 
because  of  the  impact  of  cost  shift- 
ing on  charge  levels.  As  noted  above, 
Delaware  has  a higher  proportion  of 
uninsured  residents  and  more 
uncompensated  care  than  surround- 
ing states.  For  example,  the  per- 
centage of  uninsured  is  almost  twice 
as  high  as  in  Pennsylvania.  In  addi- 
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tion,  the  state  of  Maryland  has  no 
cost  shifting  from  either  Medicare 
or  Medicaid  because  of  their  all- 
payer rate  setting  system  and  Medi- 
care waiver.  On  balance,  forces 
driving  cost-shifting  are  higher  in 
Delaware  than  in  neighboring 
states.  This  results  in  relatively 
high  Delaware  hospital  charges, 
which  disadvantages  Delaware 
hospitals  in  a competitive  regional 
market. 

This  logic  suggests  that  Dela- 
ware’s current  health  care  system 
is  in  danger  of  a “meltdown.”  His- 
torically, Delaware’s  employ- 
ers and  insurers  have  implicitly 
agreed  to  support  local  institu- 
tions rather  than  sending  care  out 
of  state.  The  growing  employer 
focus  on  cost  containment  suggests 
that  employers  may  increasingly 
use  out-of-state  providers  for  ex- 
pensive procedures. 

The  entry  of  Aetna  Health 
Plans  to  set  up  a managed  care 
network  for  DuPont  employees  sig- 
nals an  important  shift  in  the 
market.  Our  understanding  is  that 
Aetna  will  consider  channeling  a 
significant  number  of  big  ticket 
procedures  to  non-Delaware  insti- 
tutions if  Delaware  hospitals  are 
“unwilling”  to  provide  discounts. 

If  other  employers  widely  pur- 
sue the  same  strategy,  the  average 
cost  of  service  will  rise  for  pur- 
chasers whose  employees  continue 
to  receive  care  in  state.  This  could 
lead  to  a cycle  of  rising  premiums 
and  increased  exporting  of  cases  to 
other  states.  Such  a cost-shift/pre- 
mium increase  spiral  could  place 
Delaware’s  health  care  system  in 
severe  financial  distress  with  par- 
ticularly adverse  impacts  on  small 
employers  and  individuals  who 
already  have  difficulty  purchasing 
affordable  coverage. 

In  summary,  the  state’s  health 
care  system  is  undergoing  major 
changes.  Delaware’s  relatively 
small  size  and  the  extent  of  cost 
differences  with  providers  in  sur- 
rounding states  suggests  poten- 
tial for  major  financial  difficulties 
down  the  road.  Evolutionary  mar- 


ket forces  are  unlikely  to  solve  the 
problems  at  hand  and  surround- 
ing states  are  already  pursuing 
efforts  to  control  systemwide  costs 
and  improve  access  to  care.  There- 
fore, immediate  action  is  neces- 
sary. Below,  we  present  the  ADH/ 
MSD  Work  Group  strategy  for 
health  care  reform. 

Health  Care  Reform  Objectives 

Following  its  analysis  of  the  Dela- 
ware health  care  system,  the  ADH/ 
MSD  Work  Group  established  a 
series  of  objectives  for  future  health 
care  reform  efforts.  The  objectives, 
which  were  developed  and  refined 
with  input  from  the  participants 
in  the  May  meetings,  are  to: 

• Achieve  universal  access  to 
a standard  health  insurance 
benefits  package 

• Reform  Delaware  health  in- 
surance markets 

• Control  the  growth  in  health 
insurance  costs; 

• Create  incentives  for  deliv- 
ery of  cost-effective  care 
and  establish  partnerships 
among  hospitals,  physicians 
and  other  providers  to  more 
effectively  manage  care; 

• Reform  the  medical  liability 
and  anti-trust  systems; 

• Plan  for  appropriate  provider 
capacity  and  distribution; 

• Increase  the  system’s  focus 
on  primary  care  and  preven- 
tion and  establish  an  ad- 
equate supply  of  primary  care 
physicians; 

• Improve  the  health  of  the 
population; 

• Develop  uniform  billing  and 
reporting  systems  which  re- 
duce administrative  waste 
and  “hassle”; 

• Develop  through  a public/ 
private  partnership,  infor- 
mation systems  that  help 
providers  and  integrated  de- 
livery networks  evaluate 
medical  outcomes,  manage 
costs  and  monitor  commu- 
nity health  outcomes; 


• Promote  individual  responsi- 
bility for  appropriate  use  of 
the  health  care  system  and 
adoption  of  healthy  lifestyles; 
and 

• Integrate  health  benefits  pro- 
vided under  workers  compen- 
sation and  automobile  insur- 
ance. 

These  objectives  are  designed 
to  contribute  to  Delaware’s  long- 
term economic  development  through 
a more  cost-effective  health  care 
system. 

ADH/MSD  Recommendations 

In  order  to  address  the  problems 
identified  in  the  first  phase  of  this 
project,  the  ADH/MSD  Work  Group 
developed  a series  of  recommenda- 
tions for  reform.  The  recommenda- 
tions are  presented  in  three  parts: 

• Provider  action  agenda; 

• Legislative  and  policy  initia- 
tives; and 

• Long-term  vision  for  reform. 

Provider  Action  Agenda 

Meaningful  health  care  reform 
will  require  collaborative  efforts  on 
the  part  of  providers,  patients  and 
purchasers  of  care.  The  ADH  and 
MSD  believe  that  hospitals  and 
physicians  must  play  a significant 
and  visible  role  in  developing  a 
health  care  reform  strategy  for  Dela- 
ware with  efforts  to  control  health 
care  expenditures.  Therefore,  the 
immediate  action  agenda  incorpo- 
rates several  major  steps: 

Recommendation  #1:  Slow  the 
growth  in  charges  to  restore  em- 
ployer confidence  in  Delaware 
health  care  providers.  ADH  and 
MSD  will  strive  to  control  annual 
charge  growth  to  below  the  histori- 
cal rate  of  increase.  They  will  work 
together  with  state  policymakers  to 
develop  a methodology  for  measur- 
ing factors  affecting  annual  charge 
growth  to  provide  purchasers  of  care 
with  objective  measures  for  evalu- 
ating health  care  system  perfor- 
mance. 
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Recommendation  #2:  Take  ac- 
tion to  immediately  improve 
efficiency  in  order  to  meet 
charge  growth  objectives.  Hos- 
pitals and  physicians  will  expand 
internal  use  of  managed  care  tech- 
niques such  as  case  management 
and  clinical  pathways  to  improve 
the  efficiency  of  care.  They  will 
work  with  primary  care  physicians 
to  improve  access  to  necessary  ser- 
vices in  the  community.  They  will 
also,  through  ADH  and  MSD,  de- 
velop a process  to  share  informa- 
tion about  the  best  practices  for 
administration  and  utilization 
management. 

Recommendation  #3:  Begin  de- 
velopment of  integrated  deliv- 
ery systems.  ADH  and  MSD  be- 
lieve that  a key  strategy  for  simul- 
taneously controlling  expendi- 
tures, expanding  access  and  im- 
proving quality  of  care  is  through 
the  development  of  integrated  de- 
livery systems.  As  first  steps,  hos- 
pitals will  expand  the  participa- 
tion of  staff  physicians  in  their 
strategic  planning  process  and  de- 
velop new  information  systems  fo- 
cused on  integration  activities. 

Legislative  and  Policy 
Initiatives 

In  conjunction  with  the  pro- 
vider action  agenda,  the  ADH/MSD 
Work  Group  recommended  a se- 
ries of  legislative  and  policy  initia- 
tives intended  to  relieve  cost  shift- 
ing pressures  on  health  care  spend- 
ing through  reductions  in  uncom- 
pensated care.  Many  of  these  ini- 
tiatives are  ambitious  and  will  take 
significant  time  to  implement;  how- 
ever, it  was  emphasized  that  ef- 
forts should  begin  immediately. 
The  initiatives  are  listed  below: 

Recommendation  #4:  Expand 
Medicaid  eligibility.  While  Dela- 
ware has  recently  expanded  Med- 
icaid coverage  for  pregnant  women 
and  children,  income  eligibility  for 
most  other  recipients  is  lower  than 
in  most  other  states.  In  order  to 


qualify  under  Aid  to  Families  with 
Dependent  Children  (AFDC),  re- 
cipients must  have  incomes  below 
35  percent  of  the  federal  poverty 
level  (about  $4,000  annually  for  a 
family  of  three) . Unlike  many  other 
states,  Delaware  has  no  medically 
needy  program  for  persons  who 
become  impoverished  through  a 
catastrophic  illness.  Expansion  of 
Medicaid  coverage  is  one  way  to 
reduce  the  cost  shift  faced  by  pri- 
vate business.  This  option  is  par- 
ticularly attractive  because  the 
federal  government  pays  50  per- 
cent of  the  cost  for  Medicaid  recipi- 
ents in  Delaware.  Increasing  the 
AFDC  income  eligibility  level  will 
increase  state  costs  for  AFDC  cash 
benefits.  However,  a medically 
needy  program  would  not  affect 
cash  benefit  levels.  The  cost  of  a 
Medicaid  expansion  would  be  re- 
duced over  time  as  universal  cov- 
erage is  phased  in  and  low-income 
workers  are  covered  through  their 
employers. 

Recommendation  #5:  Require 
all  employers  to  contribute  to 
the  cost  of  insurance  coverage 
for  employees  and  develop  a 
phase-in  schedule.  The  ADH/ 
MSD  Work  Group  believes  that 
employers  must  share  the  respon- 
sibility for  insuring  their  workers. 
The  cost  shift  associated  with 
uninsured  workers  is  a “hidden 
tax”  on  employers  who  provide  cov- 
erage. The  Work  Group  recognizes 
that  the  cost  of  insurance  repre- 
sents a disproportionate  burden 
for  firms  that  employ  low  wage 
workers  and  recommends  that  the 
state  establish  mechanisms  for 
subsidizing  firms  that  incur  costs 
above  a specific  percentage  of  pay- 
roll. In  order  to  minimize  the  fi- 
nancial dislocation  that  may  re- 
sult from  such  a mandate,  the  ADH 
recommends  that  this  requirement 
be  gradually  phased-in.  This  rec- 
ommendation is  consistent  with 
the  Clinton  Administration’s  rec- 
ommendation for  an  employer  cov- 
erage requirement.  Such  a require- 


ment is  best  accomplished  in  the 
context  of  a national  plan  so  that 
Delaware  employers  are  not  at  a 
disadvantage  relative  to  their  com- 
petitors across  state  lines. 

Recommendation  #6:  Expand 
existing  small  group  insurance 
regulations.  The  ADH/MSD  Work 
Group  proposes  a broadening  of 
current  small  group  insurance  laws. 
In  particular,  the  state  should  re- 
quire that  small  group  insurers 
adopt  community  rating  based  on  a 
standard  benefits  package.  All  in- 
surers should  be  required  to  use  a 
consistent  set  of  defined  criteria  to 
set  premium  rates  (thereby  exclud- 
ing claims  experience  and  health 
status)  which  would  apply  evenly 
to  all  insureds,  not  just  each  class 
ofbusiness.  Pre-existing  conditions’ 
exclusions  and  waiting  periods 
should  be  prohibited.  In  the  short 
run,  these  regulations  should  ap- 
ply to  all  small  and  medium  sized 
firms.  The  Work  Group  did  not 
recommend  a specific  size  but  dis- 
cussed a requirement  in  the  range 
of  500  workers.  In  the  long-run 
these  provisions  should  apply  to  all 
Delawareans.  These  changes  would 
require  an  ERISA  waiver  in  order 
to  encompass  self-insured  employ- 
ers. 

Recommendation  #7:  Establish 
Health  Plan  Purchasing  Coop- 
eratives. The  Work  Group  pro- 
poses that  Delaware  set  up  Health 
Plan  Purchasing  Cooperatives 
(HPPCs)  which  would  select  health 
plans  (including  integrated  deliv- 
ery networks)  to  be  offered  to  en- 
rollees  during  an  annual  open  sea- 
son. The  HPPCs  would  consolidate 
the  purchasing  power  of  small  firms 
into  larger  entities,  reduce  admin- 
istrative costs  associated  with  small 
groups,  provide  participating  em- 
ployees with  a broad  choice  among 
health  plans  and  provide  infor- 
mation on  cost,  quality  and  plan 
features  to  help  individuals  make 
cost-  conscious  decisions.  The 
HPPCs  could  also  structure  incen- 
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tives  for  employees  to  select  eco- 
nomical plans.  For  example,  the 
employer  share  of  the  premium 
could  be  fixed  regardless  of  the 
plan  chosen;  employees  would  be 
responsible  for  the  full  additional 
cost  of  more  expensive  plans.  HPPC 
enrollment  would  be  phased  in  over 
time.  Initially,  nonworking  indi- 
viduals as  well  as  small  and  me- 
dium sized  employers  would  be 
required  to  enroll.  Ultimately,  all 
Delawareans  would  select  cover- 
age through  HPPCs  including 
Medicare  and  Medicaid  beneficia- 
ries. These  changes  would  require 
both  Medicare  and  ERISA  waivers 
in  order  for  the  new  system  to 
encompass  the  elderly  and  self- 
insured  employers. 

Recommendation  #8:  Incorpo- 
rate Medicare  into  the  re- 
formed health  care  system. 

Proactively,  this  must  be  accom- 
plished to  restore  value  to  the  sys- 
tem and  eliminate  the  financial 
distortions  which  currently  exist. 
Unless  this  is  accomplished,  true 
community  rating  cannot  be 
achieved. 

Recommendation  #9:  Design  a 
standard  benefits  package 
which  encourages  individual 
responsibility.  The  Work  Group 
recommended  that  any  benefits 
package  implemented  in  Delaware 
must  emphasize  primary  and  pre- 
ventive care  and  must  be  designed 
so  that  patients  are  faced  with 
only  nominal  copayments  and  no 
deductibles  for  these  services.  It 
also  recommended  that  financial 
incentives  for  healthy  lifestyles  be 
developed.  The  Clinton  Adminis- 
tration has  developed  a compre- 
hensive standard  benefits  pack- 
age as  part  of  the  Health  Security 
Act  presented  to  Congress  in  Octo- 
ber 1993.  If  a national  standard 
benefits  package  is  passed,  it  would 
supersede  standard  benefits  pack- 
ages developed  at  the  state  level 
(unless  federal  waivers  were 
granted).  The  Work  Group  has 


developed  a standard  benefits 
package  (Exhibit  11)  which  could 
serve  as  a minimum  standard  for 
Delaware  if  a national  benefits 
package  is  not  passed. 

Recommendation  #10:  Take 
steps  to  reduce  cost  shifting 
related  to  Medicare  shortfalls. 

Medicare  shortfalls  are  the  fastest 
growing  component  of  the  cost 
shift.  Delaware  has  significantly 
higher  Medicare  shortfalls  than 
its  neighboring  states,  creating  a 
competitive  disadvantage  in  hos- 
pital rates  relative  to  border  insti- 
tutions. Medicare  shortfalls  can 
be  reduced  to  some  degree  by  im- 
proving service  efficiency.  How- 
ever, the  Medicare  cuts  proposed 
in  the  current  Federal  budget  ne- 
gotiations are  certain  to  increase 
current  shortfalls.  The  ADH/MSD 
Work  Group  urges  Delaware’s  Con- 
gressional Delegation  to  recom- 
mend that  HCFA  rebase  Medicare 
hospital  payments  at  the  state 
level.  Through  the  cost  shift,  the 
current  disparities  in  Medicare 
margins  create  disproportionate 
burdens  on  Delaware  business 
relative  to  competitors  in  Mary- 
land, Pennsylvania  and  New  Jer- 
sey. 

Recommendation  #11:  Incorpo- 
rate the  health  benefits  for 
workers  compensation  and  au- 
tomobile insurance.  This  will 
improve  the  efficiency  of  the  new 
system  by  eliminating  overlapping 
coverages  which  currently  occur. 

Recommendation  #12:  Initiate 
medical  liability  reform.  Sig- 
nificant steps  for  malpractice  re- 
lief include  caps  on  noneconomic 
damages,  abolition  of  joint  and 
several  liability,  a requirement  for 
certificate  of  merit  prior  to  filing  of 
malpractice  claims,  a move  toward 
alternative  dispute  resolution  and 
use  of  clinical  pathways  as  an 
irrebuttable  presumption  of  stan- 
dard of  care. 


Recommendation  #13:  Seek 
clarification  of  federal  antitrust 
enforcement  policy  for  specific 
activities  related  to  integrated 
delivery  system  development.  It 
is  particularly  important  that  pro- 
viders have  clear  direction  about 
federal  antitrust  enforcement  policy 
with  respect  to  specific  activities 
likely  to  occur  under  health  care 
reform.  The  Work  Group  recom- 
mends that  hospitals,  physicians 
and  state  officials  work  together  to 
better  understand  the  boundaries 
of  activity  that  are  legal  within  cur- 
rent federal  antitrust  law  and  to 
identify  necessary  changes  to  be 
pursued  through  Delaware’s  Con- 
gressional Delegation. 

Recommendation  #14:  Expand 
funding  for  primary  care  physi- 
cian education.  It  is  critical  to 
improve  incentives  for  primary  care 
physician  training  and  practice  in 
Delaware.  In  addition  to  changes  in 
federal  financing  of  graduate  medi- 
cal education,  it  is  recommended 
that  Delaware  increase  funding  for 
loan  forgiveness  and  other  financial 
incentives  for  primary  care  physi- 
cian practice  in  Delaware. 

Long-Term  Vision  for  Reform 

The  legislative  initiatives  rec- 
ommended by  the  ADH  and  MSD 
are  intended  to  achieve  a long-term 
vision  for  the  future  of  Delaware 
health  care.  The  Work  Group  be- 
lieves that  future  changes  to  the 
Delaware  health  care  system  should 
be  designed  to  achieve  the  following 
objectives: 

• Universal  health  insurance 
coverage; 

• Development  of  vertically  and 
horizontally  integrated  deliv- 
ery networks  (IDNs);  and 

• Creation  of  a health  insur- 
ance system  which  ad- 
equately pools  community 
health  risks. 

Below,  we  briefly  discuss  each 
of  these  areas,  concluding  with  an 
overview  of  the  proposed  health  care 
market  structure. 
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Proposed  MSD  Health  Reform  Plan 
Basic  Benefit  Plan 


PHYSICIAN  SERVICES 


• Office  Visits  (Sick/Follow  up  Visits) 

• Allergy  Treatments  | 

• Urgent  Care  at  Physician’s  Office  t 

• Emergency  Care  at  Physician’s  Office  I 

$5  copayment  if  < 200%  of  poverty  level 
* $10  copayment  if  > 200%  of  poverty  level 

• Periodic  H & P’s 

• Family  Planning 

• Routine  Gynecological  Exam  & PAP  Test 

• Well  Child  Care  ' 

• Immunizations  < 

• Newborn  Care 

• Prenatal  & Postnatal  Maternity  Care 

• Cancer  Screening  (as  defined  by  DHCC) 

^ $0  copayment 

• Allergy  Testing 

50%  copayment 

• Specialist  Services 

$7  copayment  if  < 200%  of  poverty  level 
$15  copayment  if  > 200%  of  poverty  level 

INPATIENT  HOSPITAL  CARE 

Unlimited  Hospital  Days  (semi-private) 
Private  Room  When  Medically  Necessary 
Medications  & Drugs 
Nursing  Care 
Professional  Services 
X-rays  & Laboratory 
Intensive/Coronary  Care 
Radiation  Therapy 
Administration  of  Blood 
Rehabilitation  Services 


$400  coinsurance  per  admission 


qutpai 


HIMCH 


[■FACILITY  SERVICES 


• X-rays  & Laboratory 

• Ambulatory  Surgery 


10%  coinsurance 


SHORT-TERM  THERAPIES  BY  PHYSICIAN  REFERRAL 


Physical 

Speech 

Occupational 

Respiratory 

Cardiac  Rehabilitation 

Nutrition  Counseling 


20%  coinsurance 
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SKIT  .1  .FT)  NURSING  FAOIJTV 

• Facility,  Supplies  and  Equipment 

Authorized  in  Lieu  of  Acute  Care 
Hospitalization  Within  the  Service  Area 
Rehabilialion  Services 

$0  copayment 

HOME  HEALTH  CARE 

• Authorized  in  Lieu  of  Acute  Care 

Hospitalization  Within  the  Service  Area 

$0  copayment 

HOSPICE 

• Authorized  in  Lieu  of  Acute  Care 

Hospitalization  Within  the  Service  Area 

$0  copayment 

PROSTHETIC  DEVICES  AND  DURABLE  MEDICAL 
EQUIPMENT 

• Authorized  Certain  Prosthetic  Devices  and 

Durable  Medical  Equipment 

20%  coinsurance 

URGENT  AND  EMERGENCY  CARE  SERVICES 

• At  Medical  Aid  Units 

$25  copayment 

• At  a Hospital  Emergency  Room 

(waived  for  preauthorized  symptoms  or  hospital  admission) 

$50  copayment 

• Ambulance 

$25  copayment 

PRESCRIPTION  DRUGS 

• Including  Insulin  and  Supplies 

10%  coinsurance 

MENTAL  HEALTH 

• Inpatient  (30  days  per  year  maximum) 

$400  coinsurance  per  admission 

• Outpatient  (20  visits  per  year  maximum) 

$5  copayment  if  < 200%  of  poverty  level 
$15  copayment  if  > 200%  of  poverty  level 

SUBSTANCE  ABUSE 

• Inpatient  (28  days  per  year  maximum) 

NOTE:  Maximum  of  two  courses  of  therapy  per  lifetime 

$400  coinsurance  per  admission 

• Outpatient  ( 10-week  intensive  sessions  per  year  plus 

12  monthly  follow-up  sessions  per  year) 

NOTE:  Maximum  of  two  courses  of  therapy  per  lifetime 

$5  copayment  if  < 200%  of  poverty  level 
$15  copayment  if  > 200%  of  poverty  level 
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VISION 

• Exam  (every  two  years,  or  as  referred)  $5  copayment  if  < 200%  of  poverty  level 

$15  copayment  if  > 200%  of  poverty  level 

• Eyeglasses  - Annual  Benefit  (to  Age  18)  $120  maximum  benefit 

- Biennial  Benefit  (Adults  < 200%  of  $50  maximum  benefit 

poverty  level) 

EXCXUSIONS/LIMITATIONS 

• Organ  transplants  only  covered  in  accordance  with  list  to  be  developed  by  DHCC 

• Durable  Medical  Equipment  only  covered  in  accordance  with  list  to  be  developed  by  DHCC 

• Cosmetic  surgery  — not  covered 

• Obesity  services  — covered  only  if  in  conjunction  with  treatment  of  a medical  condition 

• Cosmetic  contact  lenses  — not  covered  except  for  diopter  > -8 

MAXIMUM  OUT-OF-POCKET  COINSURANCE 

• $600  annual  maximum  per  individual 

• $900  annual  maximum  per  individual  plus  child 

• $1200  annual  maximum  per  family 


Recommendation  #15:  Achieve 
universal  coverage.  All  employ- 
ers will  ultimately  be  required  to 
participate  in  the  cost  of  health 
insurance  coverage  for  employees. 
ADH  and  MSD  support  a federal 
mandate  for  employer  coverage  to 
ensure  equity  among  competing 
firms  across  state  lines.  Recogniz- 
ing the  burden  this  requirement 
will  place  on  firms  that  employ  low 
wage  workers,  it  is  recommended 
that  the  state  and  federal  govern- 
ment assist  in  financing  coverage 
for  low-income  individuals.  A uni- 
versal coverage  requirement  will 
significantly  reduce  the  burden  of 
cost  shifting  which  currently  in- 
flates hospital  charges  and  bur- 
dens private  businesses  which  pro- 


vide insurance  coverage  for  their 
employees. 

Recommendation  #16:  Estab- 
lish alternative  delivery  net- 
works. ADH  and  MSD  support 
strong  efforts  (and  financial  in- 
centives) to  develop  a more  cost- 
efficient  delivery  system.  A major 
aspect  of  this  includes  provider- 
based  integrated  delivery  net- 
works (IDNs),  which  would  ac- 
cept capitated  premiums  to  de- 
liver a full  continuum  of  services. 
Decisions  about  the  allocation  of 
premium  dollars  across  hospitals, 
physicians  and  other  providers 
would  be  made  internally.  The 
new  systems  could  establish  clini- 
cal pathways  to  ensure  that  pa- 


tient care  is  managed  in  a consis- 
tent fashion  and  information  sys- 
tems which  help  clinical  personnel 
ensure  proper  coordination  of  ser- 
vices across  a variety  of  settings. 

Recommendation  #17:  Create 
community  rate  insurance  mar- 
kets. The  insurance  market  reforms 
described  above  would  lead  to  a 
significant  reduction  in  the  number 
of  health  plans  operating  in  Dela- 
ware. The  remaining  plans  would 
be  prevented  from  competing  on  the 
basis  of  risk  avoidance  and  would  be 
larger,  more  stable  and  more  fo- 
cused on  care  management  than 
insurers  operating  today.  Health 
Plan  Purchasing  Cooperatives 
(HPPCs)  would  be  established  to 
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facilitate  plan  choice  for  local  em- 
ployed and  unemployed  individu- 
als. Over  time,  HPPCs  could  be- 
come the  vehicle  for  health  insur- 
ance choice  used  by  all  Delawar- 
eans. 

The  HPPCs  would  be  respon- 
sible for  administering  premium 
risk  adjustments,  which  would  in- 
crease payments  to  plans  which 
enroll  sicker  beneficiaries  and  re- 
duce them  for  plans  with  healthy 
enroll ees  based  on  objective  crite- 
ria (e.g.,  specific  diagnoses).  Risk 
adjustments  would  not  affect  the 
community  rate  p aid  by  employers 
and  individuals,  but  would  affect 
the  payments  to  health  plans.  Prop- 
erly functioning  risk  adjusters 
would  create  stronger  incentives 
for  plans  to  manage  care  efficiently 
because  they  could  no  longer  earn 
profits  solely  by  attracting  healthy 
subscribers.  Current  risk  adjust- 
ers leave  much  to  be  desired  in 
accuracy  and  ease  of  application. 
However,  “managed  competition” 
cannot  function  effectively  with- 
out some  form  of  risk  adjustment. 

Evolution  of  Delaware’s 
Market  for  Health  Care 
Services 

The  current  market  for  health  care 
services  in  Delaware  has  been 
characterized  by  a variety  of  prob- 
lems discussed  earlier  in  this  re- 
port, including  rapidly  rising  ex- 
penditures, growing  disparities  in 
access  to  care,  fragmented  deliv- 
ery and  segmented  insurance  mar- 
kets. These  forces  are  creating 
pressure  for  significant  change. 
Perhaps  the  most  immediate  force 
is  the  growing  demand  for  health 
care  cost  containment  from  pri- 
vate employers.  As  employers  place 
increasing  pressure  on  health 
plans  to  control  premiums,  price 
competition  in  Delaware’s  insur- 
ance markets  has  intensified.  Car- 
riers are  more  intensively  pursu- 
ing a variety  of  cost  control  strat- 
egies, including  use  of  out-of-state 
providers. 


As  health  plans  (insurers, 
health  maintenance  organizations, 
and  insurance-based  provider  net- 
works) compete  in  the  Delaware 
market,  much  of  the  current  focus 
is  on  negotiating  discounts  with 
hospitals  and  physicians.  However, 
the  system  remains  fragmented. 
Employers  and  individuals  pur- 
chase from  multiple  insurers  in  a 
market  characterized  by  risk 
segmentation.  Insurers  purchase 
services  from  providers  on  a fee- 
for-services  basis  with  limited  co- 
ordination of  patients  or  manage- 
ment of  care. 

The  legislative  and  policy  ini- 
tiatives described  above  are  in- 
tended to  move  the  current  market 
towards  a vision  for  health  care  in 
Delaware  (see  Exhibit  11).  Provid- 
ers would  be  encouraged  to  form 
integrated  delivery  networks, 
which  would  coordinate  care.  Some 
IDNs  would  begin  to  develop  the 
capability  to  provide  insurance  cov- 
erage directly  to  purchasers.  They 
could  do  so  either  through  joint 
ventures  with  insurers  or  through 
internal  development  of  risk  man- 
agement and  marketing  capabili- 
ties. Networks  could  provide  care 
for  enrollees  in  their  own  health 
plan,  and  continue  to  “lease”  net- 
work services  to  other  insurers. 
Other  networks  may  decide  to  fo- 
cus exclusively  on  service  delivery 
under  contract  with  existing  in- 
surance plans. 

Over  time,  integrated  net- 
works should  significantly  reduce 
both  provider  and  insurer  admin- 
istrative costs  as  individual  health 
care  providers  deal  with  uniform 
information  systems,  billing  pro- 
cedures and  utilization  manage- 
ment protocols.  Some  IDNs  will 
develop  statewide  service  capacity 
while  others  remain  local.  In  order 
to  reduce  duplication  of  expensive 
high-technology  services,  not  all 
IDNs  would  provide  a full  range  of 
services.  However,  there  would  be 
provisions  for  all  IDNs  to  access 
specific  regional  specialty  services 
from  designated  providers. 


Fee-for-service  health  coverage 
would  remain  available  to  consum- 
ers through  the  HPPCs  to  ensure 
adequate  choice  for  those  who  pre- 
fer this  form  of  insurance.  However, 
consumers  would  be  responsible  for 
the  incremental  cost  of  “free  choice” 
plans  if  they  are  significantly  more 
expensive  than  other  options  offered 
through  the  HPPCs. 

Summary  and  Next  Steps 

The  Association  of  Delaware  Hospi- 
tals and  Medical  Society  of  Dela- 
ware came  together  to  address  the 
dual  problems  of  rising  health  care 
costs  and  declining  access  to  care. 
They  agreed  at  the  outset  to  develop 
a plan  focused  on  improving  the 
health  care  system  for  all  Delawar- 
eans. ADH  and  MSD  believe  that 
the  current  health  care  crisis  can 
only  be  addressed  through  coopera- 
tive efforts  among  health  care  pro- 
viders, businesses,  insurers,  and 
policy  makers  to  develop  a reformed 
system  of  more  efficient  and  more 
highly  integrated  delivery  of  health 
care.  They  must  also  work  together 
to  address  uncom-pensated  care.  Ex- 
pansion of  health  insurance  cover- 
age and  a greater  emphasis  on  pri- 
mary and  preventive  care  can  be 
used  to  reduce  the  burden  of  cost 
shifting  on  private  employers.  Ulti- 
mately, this  will  increase  the  com- 
petitiveness of  Delaware  providers 
in  regional  markets  and  improve 
the  health  status  of  Delawareans. 

ADH  and  MSD  believe  that  a 
more  cost-effective  health  care  sys- 
tem is  a necessary  tool  for  future 
economic  development  in  the  state 
of  Delaware.  ADH  and  MSD  devel- 
oped this  proposal  in  the  hope  that 
Delaware  providers,  policymakers 
and  business  communities  can 
come  together  to  collaboratively 
address  Delaware’s  critical  health 
care  and  economic  needs. 
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Appendix  A 
List  of  Attendees 

ADH  Board  of  Director's  May  1993  Meetings 

Invited  Guests 

Robert  Berglund,  Kent  General  Hospital 

John  M.  Burris,  Delaware  State  Chamber  of  Commerce 

Tom  Eichler,  Delaware  Department  of  Youth,  Children  & Families 

Sally  Gore,  W.L.  Gore  Associates 

Phyllis  Hazel,  Delaware  Department  of  Health  & Social  Services 
David  Helms,  DuPont  Company 

Allan  Hedgecock,  Central  Delaware  Chamber  of  Commerce 
Kay  Holmes,  Delaware  Health  Care  Commission 
Max  Kenyon,  Principal  Health  Care 
Dan  Kinq,  Alfred  I.  Dupont  Institute 

Charles  Konigsberg,  Delaware  Department  of  Public  Health 
Bob  Lawson,  Delaware  Association  of  Nursing  Homes 
Roger  Lind,  Delacare,  Inc. 

John  Lopez,  Delaware  State  Chamber  of  Commerce 
Carmen  Nazario,  Delaware  Department  of  Health  & Social  Services 
Muriel  Rustin,  Delaware  Department  of  Health  & Social  Services 
Lucy  Segal,  Delaware  Department  of  Public  Health 
Dan  Sinnott,  St.  Francis  Hospital 

Phil  Soule,  Delaware  Department  of  Health  & Social  Services 
Gerry  White,  Kent  General  Hospital 

ADH  Board  of  Directors 

L.  Glenn  Davis,  Chair  (beginning  October  1993)* 

James  Ball,  Chair  (through  October  1993)  * 

Norval  Copeland 
Dexter  Dix 
Thomas  Ferrv 
Ed  Hancock* 

Allen  L.  Johnson 
Paul  King 
Dennis  Klima* 

ADH  Staff 

Eugene  Wolinsky* 

Suzanne  Raab-Long* 

Pete  Nellius,  Staff  Consultant* 

Medical  Society  of  Delaware 

Mark  A.  Meister,  Executive  Director* 

Stephen  R.  Permut,  M.D.,  President* 

Thomas  J.  Maxwell,  M.D. 

Michael  J.  Bradley,  D.O. 

Consultants 

Allen  Dobson,  Lewin-VHI,  Inc. 

Lawrence  Lewin,  Lewin-VHI,  Inc. 

Robert  Mechanic,  Lewin-VHI,  Inc. 

* Members  of  ADH/MSD  Joint  Work  Group 


Rehabilitation  Consultants,  Inc. 

“ Physical , Occupational  and  Speech  Therapy  since  1970" 


Two  convenient  locations 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


SERVICES 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare  and  Most  Major 
Insurance  Plans 

Call  302/478-5240  or  302/655-5877 
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WHEN  THEY  ARE 
READY 
TO  LEAVE 
THE  HOSPITAL.. 


HAPPY  HARnr 


For  AJI  Your  Patient's  Home  Health  Care  Needs 

Home  Medical  Equipment  • Products  • Services 


Three  Convenient  Locations 

Olde  Cax  Plaza  16-A  Trolley  So.  311  Rutnar  Or. 

□over.  DE  19901  Wilmington.  DE  "9806  Newark.  DE  *9711 
(302)  67&-0504  (302)  654-6181  (302)  454-4941 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington.  Delaware 


Healthcare  Management  Services . Inc. 

.45  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  " Business  of  Medicine".  Healthcare  Management  Services.  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  &.  Collections  Medicare  Pre-Audit  Evaluations 


To  speak  to  our  consultants,  please  contact 

Bill  Carello  at  (302)  478-9283 

David  Krigstein  at  (302)  737-6200 

Healthcare  Management  Services,  Inc. 
3513  Concord  Pike 
Wilmington,  DE  19803 
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PRESIDENT’S  PAGE 


As  the  New  Year  Begins 


Even  before  the  holidays  were  over,  the  pace 
of  activity  accelerated.  At  the  end  of  Decem- 
ber, members  of  the  Medical  Society  of  Dela- 
ware met  with  Senator  Joseph  Biden  for  an 
hour  and  a half.  While  the  senator  has  met 
with  other  physicians  and  provider  groups, 
this  has  been  the  second  in-depth  meeting  in 
1993  with  Society  leadership,  and  tentative 
plans  have  been  arranged  for  another  meet- 
ing at  the  end  of  January.  Senator  Biden 
heard  “loud  and  clear”  the  Society’s  position 
on  universal  access  to  health  care,  a touch- 
stone for  all  serious  plans,  but  also  our  fear  of 
governmental  bureaucracy  and  excessive 
regulation.  Senator  Biden  shared  our  con- 
cerns about  bureaucracy,  and  did  not  seem 
ready  to  replace  an  entire  system  that,  in  his 
opinion,  provides  the  finest  medical  care  in 
the  world.  He  personally  feels  strongly  about 
a patient’s  right  to  choose  his  or  her  own 
physician  and  will  insist  that  any  plan  pre- 
serve this  right.  We  all  were  encouraged  by 
this  meeting  and  look  forward  to  the  next. 

On  the  local  legislative  front,  we  are  pre- 
paring our  response  to  the  Advanced  Practice 
Nurses’  attempts  to  have  legislation  enacted 
to  allow  full  prescriptive  privileges.  Enact- 
ment of  their  bill  would  allow  them  to  literally 
practice  medicine  with  oversight  only  by  other 
nurses.  Unfortunately  there  are  many  legis- 
lators, both  in  Washington  and  in  state  Capi- 
tols, who  think  this  is  perfectly  appropriate, 
and  that  physicians  object  only  because  we 
fear  loss  of  patients.  Our  position  at  this  time 
is  that  we  would  accept  a bill  similar  to  the 
one  enabling  physicians  assistants  to  practice 
under  the  supervision  of  a physician. 


With  the  switch  to  managed  care  by 
DuPont,  Delaware  is  now  firmly  in  the  ranks 
of  states  where  managed  care  has  become  a 
significant  force.  Your  Society  has  become 
active  in  this  arena,  providing  resources  and 
support  to  deal  with  these  changes.  Evalua- 
tion of  contracts  generically,  and  seminars  on 
how  to  evaluate  contracts  will  be  sponsored 
this  year.  Ongoing  meetings  with  the  major 
carriers  and  large  employers  will  continue  in 
an  attempt  to  prevent  issues  from  becoming 
major  problems  for  us  and  our  patients.  Your 
Society  and  the  Physicians'  Advocate  pro- 
gram are  there  to  help  you  practice  medicine. 
Let  us  know  your  concerns. 

Both  the  Voluntary  Initiative  Program 
(VIP)  and  Claymont  Health  Services  have 
been  very  successful,  helping  many  get  care 
they  had  lacked.  Because  they  have  worked 
well,  thanks  to  you,  we  are  looking  to  expand 
both  programs.  We  will  be  meeting  with  phy- 
sicians at  Kent  General  this  month  to  explore 
options  for  similar  programs  there.  The  state 
provided  start-up  funds  for  both  projects,  but 
now  this  has  dried  up,  and  we  must  look 
elsewhere  for  funds  to  keep  these  projects 
running.  We  have  several  avenues  we  are 
pursuing,  but  any  help  or  suggestions  are 
welcome. 

This  year  is  just  beginning,  but  is  proving 
exciting  as  well  as  challenging. 
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In  today’s  competitive  insurance  market,  you  have 
every  right  to  a professional  liability  insurance  company 
with  both  a lengthy,  effective  track  record  and  substan- 
tial financial  credentials. 

The  Physicians  Protector  Plan®  delivers. 

The  insurance  company  that  stands  behind  the  plan 
— one  of  the  CNA  Insurance  Companies  — has 
protected  physicians  and  surgeons  against  professional 
liability  claims  for  decades.  CNA’s  financial  strength 
and  claims-paying  ability  have  been  reflected  in  high 


OVA 

For  All  the  Commitments  You  Make® 


ratings  by  the  top  four  independent  rating  services: 
AM.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 
Phelps. 

The  Physicians  Protector  Plan:  quality,  stability, 
expertise.  Contact  your  independent  agent.  Or  call  us. 

1-800-352-9218 


PHYSIOMplans 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown , Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


RADIOGRAPH  OF  THE  MONTH 


Mark  Glazer,  MD 
Vidya  V.  Sagar,  MD 
Kym  Welch,  CNMT 


CHRISTIANA  HOSPITAL 


A 21  year  old  male  athlete  complained  of  right  sided  back  pain  of  recent  onset.  Following  the 
intravenous  administration  of  25  millicuries  of  99mTc-MDP,  SPECT  imaging  of  the  lumbar 
spine  was  performed  and  representative  images  are  displayed.  The  top  two  images  are  axial 
sections  through  a mid-lumbar  spine.  The  bottom  left  is  sagittal  and  the  bottom  right  image  is 
a coronal  section  of  the  lumbar  spine.  What  is  your  diagnosis? 


Dr.  Glazer  is  associated  with  the  Department  of  Radiol- 
ogy, Medical  Center  of  Delaware,  Christiana  Hospital. 

Dr.  Sager  and  Ms.  Welch  are  associated  with  the  Depart- 
ment of  Nuclear  Medicine,  Medical  Center  of  Delaware, 
Christiana  Hospital. 
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Radiograph  of  the  Month 


Answer:  Acute  stress  fracture  of  the  pars 
interarticularis  of  the  right  half  of  L2 
vertebral  body. 

Plain  films  of  the  lumbar  spine  were  ordered 
and  were  normal.  Subsequently,  SPECT 
(Single  Photon  Emission  Computed  Tomo- 
graphy) images  were  obtained.  The  top  two 
trans-axial  sections  demonstrate  an  area  of 
focally  increased  uptake  involving  the  right 
side  of  L2.  Sagittal  (bottom  left)  and  coronal 
(bottom  right)  images  of  the  lumbar  spine 
demonstrate  this  abnormality  to  involve  the 
pars  interarticularis  of  the  L2  vertebra. 

In  an  athlete  complaining  of  persistent 
lumbar  pain  not  associated  with  nerve  root 
signs,  differential  diagnosis  should  include  a 
stress  fracture  of  the  pars  interarticularis. 
This  is  especially  seen  in  athletic  activities 
involving  hyperextension  and  rotation  such 
as  gymnastics  and  high  jumping.  A defect  in 
the  pars  interarticularis  or  isthmus  of  the 
vertebral  arch  is  known  as  spondylolysis. 
Fredrikson  et  al  (1984)  followed  500  school 
age  children  for  20  years  and  reported  an 
overall  incidence  of  spondylolysis  as  an  ac- 
quired defect  in  4.4  percent  by  age  6 years  and 
6 percent  in  the  mid  20s.  The  overall  inci- 
dence in  the  general  population  is  about  8 
percent.  His  study  also  showed  that  no  cases 
were  found  in  newborn  infants.  Additionally, 
the  study  showed  that  the  pain  associated 
with  spondylolysis  was  actually  due  to  the 
secondary  disc  degeneration  at  a level  just 
above  or  below  the  spondylolysis.  The  early 
diagnosis  of  an  acute  stress  fracture  involv- 
ing the  pars  interarticularis  can  lead  to  ap- 
propriate treatment  and  help  prevent  the 
development  of  spondylolysis. 

The  correlation  between  bone  scintigraphy 
and  plain  films  can  help  determine  the  chro- 
nicity  of  the  spondylolysis.  In  the  “subradio- 
logic” stage,  bone  scintigraphy  will  detect 
fractures  before  any  changes  are  seen  on  a 
radiograph.  The  increased  uptake  on  the 
scintigram  in  the  pars  interarticularis  indi- 
cates increased  bone  turnover  at  the  fracture 
site.  Those  patients  with  a normal  scintigram 
but  with  radiologic  evidence  of  spondylolysis 
probably  have  no  stress  or  remodeling  changes 
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and  therefore  are  presumed  to  have  an  “old” 
defect. 

CT  has  proven  to  be  more  sensitive  than 
radiography  in  the  detection  of  spondylolysis, 
yielding  more  detailed  information  regarding 
bone  fragmentation,  extension  of  fragments 
of  bone  or  exostosis  into  the  canal  or  fo- 
ramina, changes  in  the  shape  of  the  canal  and 
other  associated  bone  anomalies  (spina  bifida 
and  hypoplastic  unilateral  laminae  are  the 
most  common). 

Although  this  case  demonstrates  a stress 
fracture  involving  L2,  most  reported  cases 
involve  L5-S1  or  L4-5.  Other  diagnostic  con- 
siderations for  causes  of  back  pain  in  this  age 
group  and  location  include  osteoid  osteoma 
and  osteoblastoma.  The  absence  of  scoliosis 
and  normal  plain  films  in  this  particular  case 
mitigate  against  these  two  considerations. 
Bone  scintigraphy  can  not  be  used  alone  to 
distinguish  between  other  processes  that  can 
involve  the  posterior  elements  such  as  infec- 
tion and  aneurysmal  bone  cyst. 

References: 
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the  assessment  of  spondylolysis  in  patients  attending  a 
sports  injury  clinic.  Clin.  Radiol.  1988;  39:269-272. 
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Lubicky  JP.  The  natural  history  of  spondylolysis  and 
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WHATEVER  LIFE  BRINGS, 
WE’LL  BE  THERE  FOR  YOU. 


BlueCross  BlueShield 
of  Delaware 


An  independent  licensee  of  the  Blue  Cross  and  Blue  Shield  Association 


and  Compassion. 


At  VNA,  we  strive  to  understand  the  currents  of 
change  that  are  dramatically  changing  the 
health  care  industry.  And  to  have  the  resourcefulness  to  prepare  for  them.  Specialty  Care 
Services  are  a result  of  our  proactive  approach  to  the  times.  The  way  things  are  going, 
home  care  is  becoming  the  wave  of  the  future.  Our  specialists  provide  care  in  Oncology, 
I.V.  Therapies,  HIV/AIDS,  Obstetrics,  Neonatology,  Pediatrics  and  Rehabilitation. 

At  VNA,  we  work  hard  to  provide  the  very  best  care  for  people,  where  they  need 
it  most  — at  home.  Compassion  just  comes 
naturally.  Call  (302)  323-8200  for  more  information, 
we’re  on  call  and  listening  24  hours  a day. 


VNA 


IDELAWARE 


Visiting  Nurse 
Association 
of  Delaware 


COME  HOME  TO  VNA  SPECIALIZED  HEALTH  CARE 


EDITORIAL 


Services  and  Rewards 


There  are  so  many  people  needing  help  these 
days,  and  every  year  thousands  of  Delaware- 
ans volunteer  to  help  them.  Sometimes  the 
logistics  of  getting  the  two  groups  together 
can  be  pretty  overwhelming.  Those  who  orga- 
nize them  and  those  who  provide  help  do  not 
seek  recognition,  but  once  in  a while  they  get 
it  anyhow.  An  example  of  this  occurred  not 
long  ago  when  the  Renal  Dialysis  Transporta- 
tion Program  of  Geriatric  Services  of  Dela- 
ware received  an  appreciation  award  from 
the  Brandywine  Renal  Care  Center.  The 
award  was  accepted  by  Barbara  Vassos,  the 
program  coordinator,  on  behalf  of  her  corps  of 
volunteers. 

Renal  failure  is  no  respecter  of  race,  wealth 
or  social  status,  and  its  victims  represent  a 
wide  spectrum  of  society  with  broad  and  chal- 
lenging problems.  All  need  transportation  to 
and  from  the  dialysis  center  on  a frequent  and 
regular  basis,  and  these  volunteers  provide 
it,  but  in  addition  they  provide  the  physical 
and  psychologic  support  many  of  the  patients 
need  as  well.  Thus,  the  award  was  for  the 
personal  attention  and  kindness  as  well  as  for 
the  transport.  Self  esteem,  a sense  of  worth 
and  the  realization  that  others  care  are  all 
part  of  the  treatment  package  that  enables 
many  to  endure  the  precarious  existence  of 
waiting  for  a transplant. 


In  this  case  Barbara  Vassos  and  Geriatric 
Services  of  Delaware  (GSD)  are  only  catalysts 
that  bring  patient  and  volunteer  together. 
Far  more  often  GSD  is  the  direct  provider  of 
care.  Barbara  is  only  one  of  165  employees  of 
GSD,  and  her  74  volunteers  are  a small  part 
of  the  1,593  volunteers  statewide  who  give 
freely  and  quietly  of  their  time  in  the  service 
of  others.  This  is  indeed  the  quiet  home  care 
program  that  provides  everything  from  bed 
baths  to  Meals  on  Wheels;  from  skilled  nurs- 
ing to  homemaker-personal  care  and  from 
counseling  to  foster  homes  for  many  who 
might  otherwise  be  homeless.  Yet,  they  all  do 
this  without  fanfare,  regardless  of  ability  to 
pay  or  external  circumstances,  and  they  func- 
tion in  all  three  counties  of  the  state. 

By  helping  the  elderly  retain  their  inde- 
pendence, avoiding  hospitalization  and  ex- 
pensive long-term  care,  GSD  saves  our  com- 
munity hundreds  of  thousands  of  dollars  ev- 
ery year.  It  is  entirely  proper  to  express  our 
gratitude  to  these  dedicated  people. 

E.  Wayne  Martz,  MD 
President,  Board  of  Directors 
Geriatric  Services  of  Delaware 


Rehabilitation  Consultants,  Inc. 

“Physical,  Occupational  and  Speech  Therapy  since  1970  ” 


Silverside  Road  Office 
Suite  105  Springer  Bldg. 
Concord  Plaza 
3411  Silverside  Road 


Approved  by  Medicare  and  Most  Major 
Insurance  Plans 

Call  302/478-5240  or  302/655-5877 


Baynard  Blvd.  Office 
2100  Baynard  Blvd. 
Wilmington 
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MEDLAB  AND  MAYO  MEDICAL  LABORATORY 
AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory  Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  the  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior 
local  service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


• Same  day  hard  copy  reports  on 
morning  specimens 

• Convenient  twice  a day  courier  service 

• Four  hour  turnaround  time  on 
routine  tests 

• Complete  menu  of  esoteric  tests 
from  Mayo 


• Pathologists  and  supervisors 
available  or  for  consultation  from 
both  labs  on  your  laboratory  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Letter,  Mayo 
Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications,  free,  courtesy 
of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  the  greater  Philadelphia  area. 


CLINICAL  TESTING  INC. 


. . .BECAUSE  QUALITY  IS  ESSENTIAL® 


P.O.Box  10770  • Wilmington,  Delaware  1 9850 


(302)  655-LABS 


LETTER  TO  THE  EDITOR 


A Physical  Therapist  Responds  to 
“The  Changing  Face  of  Medicine  in  Delaware” 


It  was  with  great  interest  that  I read  the 
recent  President’s  Page  from  the  August  1993 
edition  of  your  journal.  I am  a physical  thera- 
pist and  athletic  trainer  in  private  practice.  I 
have  also  obtained  a post-graduate  degree 
specializing  in  orthopaedic  physical  therapy 
and  was  recently  board  certified  as  a sports 
physical  therapy  clinical  specialist.  After  read- 
ing Dr.  Permut’s  page  in  the  August  issue 
regarding  the  direct  access  legislation  for 
physical  therapy,  I felt  compelled  to  write  a 
response. 

By  the  tone  of  the  president’s  letter,  it 
appears  that  his  primary  concern  regarding 
the  recent  direct  access  legislation  relates  to 
consumer  safety.  He  mentions  the  potential 
dangers  of  allowing  physical  therapists  to 
treat  patients  who  have  not  been  first  evalu- 
ated by  a physician.  As  a health  care  provider, 
I agree  with  Dr.  Permut  that  legislative  ac- 
tions regarding  the  provision  of  health  care 
must  be  beneficial  and  safe  for  the  consumers 
of  health  care.  However,  I am  not  in  agree- 
ment that  direct  access  to  physical  therapy 
services  is  dangerous  to  consumers. 

The  practice  of  physical  therapy  has 
changed  considerably  over  the  years  as  have 
the  educational  processes  involved  in  becom- 
ing a physical  therapist.  During  its  infancy, 
physical  therapy  was  a profession  with  train- 
ing at  the  technician  level.  Over  time,  the 
profession  has  evolved  as  a result  of  improve- 
ments in  the  educational  processes  and  via 
research  which  has  supported  many  of  the 
rehabilitation  techniques  provided  by  physi- 
cal therapists.  Ongoing  research  continues  to 
identify  the  efficacy,  reliability,  and  validity 
of  various  physical  therapy  procedures.  Via 
the  educational  and  research  processes,  physi- 
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cal  therapy  has  evolved  into  a profession  that 
requires  of  the  physical  therapists  the  skills 
to  evaluate  and  assess  patients  with 
neuromusculoskeletal  dysfunction.  We  do  not 
need  to  make  medical  diagnoses;  however,  we 
can  evaluate  physical  capacities  to  identify 
specific  dysfunctions  (i.e.,  muscle  weakness, 
joint  hypo/hyper  mobility,  postural  abnor- 
malities, and  functional  limitations).  When  a 
condition  cannot  be  provoked  or  reduced  via 
mechanical  means  and/or  the  patient  does 
not  demonstrate  dysfunction  of  the  neuro- 
musculoskeletal system,  then  the  patient  is 
not  a candidate  for  physical  therapy  inter- 
vention. Therefore,  musculoskeletal  evalua- 
tion combined  with  extensive  history  taking 
will  screen  those  individuals  who  have  an 
underlying  pathology  which  is  not  appropri- 
ate for  physical  therapy.  These  individuals 
would  then  be  referred  to  physicians.  Yes, 
mistakes  may  be  made.  However,  these  mis- 
takes are  not  any  different  than  those  made 
by  physicians. 

Most  physical  therapists  with  more  than 
a few  years’  experience  can  recall  situations 
when  patients  have  been  referred  to  them  by 
a medical  doctor  and  a metastatic  disease  was 
missed  by  the  doctor  and  was  identified  by  the 
physical  therapist.  In  these  cases,  the  thera- 
pist did  not  diagnose  the  metastatic  disease. 
However,  sensing  that  the  patient  was  not  a 
candidate  for  physical  therapy,  the  therapist 
referred  the  patient  for  further  medical  work- 
up and  the  disease  was  found.  I myself  have 
experienced  this  exact  situation  twice  in  nine 
years  of  practice. 

I would  like  to  address  two  other  issues 
raised  by  Dr.  Permut  in  his  letter.  The  first 
issue  is  the  issue  of  cost.  Dr.  Permut  suggests 
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that.  seeing  a physical  therapist  for  n mimcu 
loskelot.nl  condition  is  much  more  cost  ly  than 
being  evaluated  by  a physician.  This  may  or 
may  not  he  t rue  depending  on  t he  specialty  of 
t he  physician  If  t he  pat  ient,  is  evaluated  by  a 
general  practitioner,  then  the  cost  per  visit 
may  he  less  than  an  initial  evaluation  at  a 
physical  t her  apy  practice.  However,  ifX  rays 
are  taken  and  medicat  ion  is  prescribed,  then 
the  initial  cost  may  be  far  greater  then  the 
evaluat  ion  by  t he  physical  therapist.  If  the 
patient  is  evaluat  ed  by  a specialist,  such  as  an 
ort  hopaedic  surgeon  or  neurologist,  than  the 
cost  per  visit  will  surely  be  greater  from  the 
physician  than  from  tin*  physical  therapist. 

booking  at  a cost  per  unit  time  basis,  I 
would  suggest  that  the  cost,  of  physical  therapy 
is  much  less  than  the  cost,  of  a physician 
evaluation  The  average  physical  therapy 
evaluation  requires  that  the  physical  them 
pist.  spend  30  to  60  minutes  wit  h t he  patient. 
The  typical  physician  evaluation  with  the 
pattern  last  s 1 0 to  l ft  minutes  on  initial  evalu 
at  ion  and  approximately  five  to  10  minutes  on 
follow  up  evaluat  ions.  If  the  average  cost,  for 
a physical  therapy  evaluat  ion  is  $75  and  the 
average  cost,  for  a visit  to  the  physician’s 
office  is  $45,  one  can  see  that,  the  cost,  per  unit, 
t ime  is  st  ill  much  higher  for  the  physician  for 
a loss  comprehensive  evaluation. 

The  final  issue  I would  like  to  discuss  is 
Dr.  IVrmut’s  insinuat  ion  that,  "a  vast,  major 
ity  of  musculoskeletal  problems  involving  soft, 
tissues  require  only  a diagnosis,  rest,  self 
administered  hot  or  cold  packs,  and  inox 
pensive  medication  to  allow  the  body  to 
restore  function.”  It.  is  precisely  this  prevail- 
ing attitude  among  many  general  practitio 
net  s and  some  ort  hopaedic  surgeons  that  has 
been  responsible  for  the  increased  consumer 
demand  for  physical  rehabilitation.  Most,  of 
my  patients  are  either  involved  in  athletic 
activities  or  have  a job  that  requires  some 
level  of  physical  demand.  Rest,  and  medica 
lion  without  appropriate  functional  restore 
turn  will  only  cause  weakness  and  possibly 
hypomo  bility  in  the  region  of  injury  and 
predispose  the  individual  to  future  recur- 
rence of  t hi'  problem  I n contrast,  appropriate 
evaluat  ion  of  the  dysfunction  and  early  ini- 


tiation of  the  appropriate  therapeutic  oxer 
cises  along  with  patient,  education  will  result 
in  more  rapid  decrease  of  the  symptoms  and 
improved  functional  restoration.  One  only 
needs  to  be  associated  wit.h  a collegiate  or 
professional  athletic  training  room  for  a short 
period  of  time  to  see  that  early  initiation  of  an 
appropriate  rehabilitation  program  results  in 
better  long  term  and  short  term  outcomes. 

A recent  article  in  the  Spine  Journal 
comparing  the  treatment  of  nondiscogenic 
spine  conditions  performed  by  a physical 
therapist,  manual  therapist,  and  general  prac 
titioner  revealed  that  the  patients  were  most 
dissatisfied  with  the  treatment  by  the  gen- 
eral practitioner.  Treatment  by  the  manual 
therapist  and  I, he  physical  therapist  resulted 
in  greater  patient  satisfaction  and  better  long- 
term results.  In  the  case  of  the  manual  thera- 
pist, the  number  of  visits  was  considerably 
less  than  the  treatment  by  the  general  prac 
titioner  and  the  physical  therapist  (Spine, 
1992;  17:41  44).  Most  physical  therapists  in- 
volved in  outpatient  care  incorporate  manual 
therapy  in  their  treatment  program.  Research 
such  as  this  article  does  not  support  Dr. 
Pormut’s  view  that  most  soft  tissue  condi 
t.ions  eventually  just,  “go  away”. 

In  regards  to  diagnosis,  it  is  well  known 
that  in  70  percent  to  90  percent  of  all  spinal 
conditions,  the  precise  cause  of  pain  (i.e., 
diagnosis)  is  not  known.  Therefore,  it  is  es- 
sential that  the  evaluation  focus  on  assess- 
ment. of  functional  limitations  and  that  the 
treatment  focus  on  restorat  ion  of  function. 

Lastly,  1 would  suggest,  t hat,  many  of  t he 
physicians  wit.h  whom  1 have  discussed  the 
direct,  access  law  are  not  in  agreement,  with 
Dr.  Permut’s  position.  Many  of  the  general 
practitioners  do  not,  feel  that  they  are  ad- 
equately trained  to  provide  a comprehensive 
orthopaedic  assessment,  of  a patient’s  spine  or 
peripheral  joints.  The  general  practitioners 
do  a fine  job  screening  for  medical  conditions; 
however,  t hey  rely  on  us  to  identify  the  spe- 
cific dysfunctions  that  are  present  and  to 
rehabilitate  in  order  to  restore  function  and 
reduce  pain.  1 believe  that  such  close  working 
relationships  between  the  physician  and 
physical  therapist  is  truly  a win-win  sit.ua- 
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tion.  The  physician  and  physical  therapist 
are  both  esteemed  by  the  patient  because  the 
patient  has  improved.  The  patient  care  is 
improved  via  the  collective  expertise  of  the 
physician  and  the  physical  therapist.  In  most 
cases,  the  healing  process  is  expedited  with  a 
cooperative  approach. 

Thank  you  for  the  opportunity  to  respond 
to  Dr.  Permut’s  letter.  I hope  that  physicians 
and  physical  therapists  can  continue  with 
cooperative  working  relationshipsin  the  spirit 
of  providing  quality  patient  care. 

Glenn  P.  Brown,  MMSc,  PT,  ATC,  SCS 
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OBITUARY 


David  S.  Howard,  MD 


David  Snow  Howard,  MD,  69,  died  on  Sep- 
tember 10, 1993,  of  complications  due  to  meta- 
static prostate  carcinoma.  The  illness  had 
forced  his  retirement  one  year  previously.  He 
is  survived  by  his  wife,  Kathleen  H.  Howard, 
a brother,  four  sons,  three  stepsons  and  13 
grandchildren. 

Dr.  Howard  was  born  in  Jefferson  City, 
Missouri,  the  son  of  the  late  Mildred  Snow 
Howard  and  Stanley  P.  Howard,  MD.  He 
decided  at  a very  early  age  to  follow  his  father 
in  the  practice  of  medicine,  thus  allowing  him 
to  concentrate  his  efforts  and  graduate  from 
medical  school  at  22  years  of  age.  Still,  he 
found  time  for  activities  beyond  his  studies. 
He  excelled  at  sports  — football,  basketball 
and  track.  His  interest  in  sports  was  sus- 
tained throughout  his  lifetime.  He  enjoyed 
golfing,  and  he  enjoyed  many  spectator  sports, 
particularly  when  his  sons  were  participat- 
ing. He  was  often  the  unofficial  “team  physi- 
cian” at  such  events.  He  always  stressed  the 
secondary  nature  of  such  activities.  All  of  his 
seven  sons  attended  college,  four  obtaining 
post-graduate  degrees. 

While  growing  up,  he  also  developed  a 
love  of  music.  He  was  accomplished  on  the 
french  horn,  earning  numerous  awards  for 
his  work  in  this  direction.  He  also  had  a tenor 
voice  of  “concert  quality,”  singing  in  college 
glee  clubs,  choruses,  and  later  as  a soloist  in 
church  choirs.  It  was  not  unusual  to  hear  him 
“break  into”  a line  or  two  of  a favorite  song  as 
he  was  working  around  the  house  or  moving 
between  exam  rooms  at  the  office  (or  for  that 
matter,  while  examining  an  infant  or  tod- 
dler). He  enjoyed  most  styles  of  music,  but 
was  especially  keen  on  opera.  Other  interests 
beyond  medicine  included  gardening  and  col- 
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lecting  coins  and  stamps.  He  was  quite  proud 
of  his  greenhouse.  He  also  loved  driving  fast 
cars,  and  often  joked  that  he  would  have 
enjoyed  a career  as  a racer  had  he  not  entered 
medicine. 

Dr.  Howard  graduated  from  Baylor  Uni- 
versity College  of  Medicine  in  1947.  After 
internship  at  St.  Louis  City  Hospital,  he  com- 
pleted a pediatric  residency  at  Kansas  City 
General  Hospital  and  Children’s  Mercy  Hos- 
pital, Kansas  City.  Subsequently,  he  became 
board  certified  in  pediatrics.  After  two  years 
of  active  naval  duty,  he  was  in  private  prac- 
tice for  13  years  in  San  Antonio,  Texas,  where 
he  was  on  staff  at  the  Santa  Rosa  Children’s 
Hospital,  Baptist  Memorial  Hospital  and  the 
NIX  Hospital.  He  then  returned  to  active 
naval  duty  for  five  years.  During  that  time, 
he  pursued  an  interest  in  virologic  and  bacte- 
riologic  epidemiology,  achieving  the  rank  of 
captain.  In  1970  he  returned  to  private  prac- 
tice in  Sussex  County.  He  soon  discovered 
that  many  of  his  patients’  parents  and  grand- 
parents were  also  in  need  of  a doctor,  so,  his 
practice  evolved  into  one  of  pediatrics  and 
general  medicine.  His  home  and  office  were  in 
Ocean  View.  He  rounded  daily  (often  more 
than  once  daily)  at  Beebe  Medical  Center, 
where  he  was  chief  of  pediatrics.  During  his 
22  years  of  practice  in  Delaware,  he  became 
renowned  throughout  the  community  for  his 
expertise  and  compassion. 

“Doc”  Howard  was  also  renowned  for  his 
“toughness.”  He  had  the  great  misfortune  of 
developing  prostate  carcinoma  at  54  years  of 
age.  Over  the  subsequent  14  years,  he  under- 
went many  treatments,  surgical  and  other- 
wise. Yet,  he  continued  to  “carry  on”  with  his 
practice  and  other  activities.  He  approached 
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his  illness  resolutely,  as  if  it  was  a challenge 
to  his  strength  and  determination.  As  a 
estament  to  this:  when  he  was  receiving  his 
initial  postoperative  radiotherapy,  he  insisted 
on  driving  alone  to  Baltimore  every  day  for 
the  treatment,  then  he  came  home  and  worked 
the  afternoons  in  the  office.  Only  as  his  ill- 
ness reached  its  terminal  stages  did  he  com- 
plain, and  these  complaints  were  centered 
more  on  the  “life”  he  was  missing,  rather  than 
his  discomforts  or  “symptoms  du  jour.”  He 
had  a lust  for  life  not  often  so  blatantly  exhib- 
ited. He  was  a “social  animal”;  and  his  hearty 
outrageous  laugh  could  usually  be  heard  above 
the  din  of  a crowd  of  any  size.  He  laughed  often. 

He  also  found  pleasure  in  “weightier”  so- 
cial activities.  He  was  a volunteer  fireman. 
He  was  a 32nd  Degree  Mason.  He  remained 
active  in  the  naval  reserve,  serving  as  medi- 
cal officer  to  the  Mobile  Inshore  Undersea 
Warfare  unit  in  Lewes,  Delaware.  In  recent 
years,  he  dedicated  much  of  his  “spare”  time 
to  production  and  marketing  of  “Snow  Balm,” 
a diaper  rash  ointment  he  formulated  in  the 
early  1950s. 

Dr.  Howard  served  on  the  Board  of  the 
Delaware  Institute  of  Medical  Education  and 
Research  from  1979  to  1985,  serving  one  term 
as  president.  Upon  his  retirement,  he  re- 
ceived commendations  for  community  service 
from  the  Delaware  House  of  Representatives 
and  the  Medical  Society  of  Delaware.  Pa- 
tients and  friends  honored  him  by  building 
and  dedicating,  in  his  name,  playground  equip- 
ment at  John  West  Park  in  Ocean  View. 

A memorial  service  with  Masonic  service 
was  held  on  September  13,  1993.  In  accor- 
dance with  Dr.  Howard’s  wishes,  there  was  a 
subsequent  burial  of  his  ashes  at  sea.  This 
was  accomplished  in  military  style,  appropri- 
ate to  his  status  as  a World  War  II  veteran.  In 
attendance  to  offer  a 21-gun  salute  was  the 
Color  Guard  from  the  Mason  Dixon  Post  of 
the  Veterans  of  Foreign  Wars.  The  ceremony 
was  attended  by  family  on  a Coast  Guard 
vessel  and  friends  on  a flotilla  of  private 
charter  boats. 

“Doc”  Howard  will  forever  be  fondly  re- 
membered by  the  many  who  were  touched  by 
the  generosity  he  exhibited  throughout  his  life. 

Paul  E.  Howard,  MD 
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We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

*— ■"  MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 

— — CT  Scan 

Low-dose  mammography 
— ■mm"  OB  and  general  ultrasound 
Color  Doppler  ultrasound 

Fluoroscopy 

11  1 1 General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-l  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 
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Proceedings  of  the  House  of  Delegates,  1993 

Part  II 


Reports  of  Special  Committees 

Committe  on  Aging 

The  Committee  on  Aging  was  very 
active  during  the  past  year. 
Monthly  meetings  were  well  at- 
tended by  the  regular  committee 
members  and  guests  from  outside 
agencies,  including  such  regulars 
as  Ms.  Eleanor  Cain,  director  of 
the  State  Division  of  Aging,  Ms. 
Norma  Shaw  from  the  state  AARP, 
Mr.  Robert  E.  Lawson,  executive 
director  of  the  Delaware  Health- 
care Association,  and  Mr.  William 
J.  Winder,  executive  director  of 
the  Nemours  Health  Clinic. 

The  committee  assisted  in  the 
development  ofthe  Geriatric  Medi- 
cine Symposium  on  December  1, 
1992.  This  program  was  co-spon- 
sored with  the  Delaware  Academy 
of  Family  Physicians  and  the  De- 
partments of  Family  Medicine  and 
Medicine  of  the  Medical  Center  of 
Delaware.  Topics  at  the  half-day 
symposium  included  “Throm- 
bolytic Therapy  for  the  Elderly,” 
“Management  of  Cognitive  Dys- 
function in  Alzheimers  Disease,” 
“Access  to  Long-Term  Care  in  Dela- 
ware,” and  “Maintenance  of  the 
Nutritional  Status  of  the  Elderly.” 

The  committee  also  assisted 
the  Division  of  Aging  in  the  devel- 
opment of  their  Beach  Day  pro- 
gram in  September.  The  Medical 
Society  sponsored  an  exhibit  on 
health  screening  at  the  Wellness 
Fair.  Society  members  were  avail- 
able to  answer  questions  from  se- 
nior citizens  and  also  distributed 
brochures  pertaining  to  medical 
issues. 


The  committee  is  presently  in- 
volved in  the  development  of  a di- 
rectory of  medical  services  which 
could  be  distributed  to  physicians’ 
offices  and  could  be  helpful  in  ac- 
cessing various  resources  that  are 
presently  available  but  not  well 
known.  We  are  also  reviewing  the 
Death  with  Dignity  Act  in  an  at- 
tempt to  broaden  its  scope  and  in- 
crease its  use. 

The  subcommittee  on  nursing 
homes  also  remained  active.  The 
committee  continues  to  work  with 
such  issues  as  physician  attendance 
in  nursing  homes  and  OBRA  regu- 
lations. 

The  committee  plans  to  con- 
tinue our  close  liaison  with  the 
Delaware  Chapter  of  the  AARP, 
the  State  Division  of  Aging,  and  the 
Nemours  Health  Clinic.  We  intend 
to  continue  to  develop  programs 
involving  health  care  issues  for  the 
aging,  and  we  will  continue  to  stress 
the  public  awareness  of  the  Medi- 
cal Society’s  concern  for  the  prob- 
lems of  the  elderly. 

Robert  G.  Altschuler,  MD 
Chairman 

The  report  was  filed  with  spe- 
cial commendation  to  Dr. 
Altschuler  and  his  committee 
for  their  efforts  in  improving 
public  relations  for  the  Medical 
Society  of  Delaware. 

Charitable  Services  Committee 

Our  major  focus  of  activity  has  been 
and  continues  to  be  the  Claymont 
Health  Service  at  the  Claymont 
Community  Center.  The  volume 


and  variety  of  patients  seen  there 
continue  to  increase  monthly.  We 
have  a nice  cadre  of  volunteer  phy- 
sicians for  on-site  patient  care  as 
well  as  a fairly  extensive  list  of 
physicians  who  will  see  these  pa- 
tients in  their  offices  on  a gratis 
basis.  The  Claymont  Community 
Center  is  currently  undergoing  an 
expansion  of  its  physical  plant 
which  will  affect  the  health  service, 
hopefully  in  a positive  way.  We 
hope  to  garner  additional  space 
dedicated  to  the  health  service  with 
the  addition  of  exam  rooms  and  a 
nursing  office.  We  could  use  more 
volunteer  physicians  in  the  special- 
ties, particularly  OB/GYN,  rheuma- 
tology, and  dermatology. 

We  will  continue  to  work  hard 
to  provide  service  at  the  Claymont 
Community  Center  and  investigate 
other  areas  where  we  may  apply 
our  talents. 

Dennis  R.  Witmer,  MD,  FACS 
Chairman 

The  report  was  filed  with  the 
recommendation  that  the  chair- 
man of  this  committee  work 
with  Jana  Siwek,  the  Society 
Ombudsman,  to  assist  in  effect- 
ing the  recovery  of  funds  by  the 
Claymont  Clinic  for  Medicaid 
services  rendered. 

Environmental  and  Public 
Health  Committee 

The  committee  met  on  June  24, 
1993,  at  the  Delaware  Academy  of 
Medicine. 

Athena  T.  Jolly,  MD,  reported 
on  a national  conference  on  “Physi- 
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cians  and  the  Environment”  held 
February  23-24,  1993.  The  pur- 
pose of  the  meeting  was  to  raise 
awareness  and  to  stimulate  other 
organizations  to  join  together  to 
deal  with  environmental  issues  and 
to  interest  physicians  in  medical 
societies  in  joining  the  National 
Association  of  Physicians  for  the 
Environment.  The  committee  ex- 
pressed support  for  involvement 
in  environmental  issues,  particu- 
larly in  the  development  of  educa- 
tional programs. 

The  committee  reviewed  a let- 
ter from  a member  of  the  public 
who  had  attended  several  recent 
meetings  of  the  Division  of  Public 
Health’s  AIDS  Advisory  Task  Force 
and  asked  what  the  policy  was 
regarding  testing  and  counseling 
of  patients  in  acute  care  hospitals. 
The  committee  recommended  that 
the  Medical  Society  of  Delaware 
request  that  Dr.  Charles 
Konigsberg  ask  the  AIDS  Advisory 
Task  Force  to  review  and  report 
back  on  the  CDC  recommendations 
regarding  HIV  testing  of  hospital 
patients  and  that  a letter  be  sent 
to  inform  the  person  who  asked 
the  question  of  this  action.  This 
recommendation  was  adopted  by 
the  Board  of  Trustees. 

The  agenda  also  included  con- 
sideration of  the  structure  and  role 
of  the  Environmental  and  Public 
Health  Committee.  The  commit- 
tee took  no  action  on  a proposal  to 
establish  an  umbrella  public  health 
committee  with  subcommittees  for 
areas  such  as  environmental  is- 
sues, school  health,  and  maternal 
and  child  health,  noting  that  these 
committees  already  exist. 

Dr.  Konigsberg  was  asked 
what  help  the  committee  could  of- 
fer to  the  Division  of  Public  Health, 
which  will  be  developing  a pro- 
gram dealing  with  human  health 
and  the  environment.  The  commit- 
tee recommended  a survey  of  the 
membership  of  the  committee  to 
identify  those  with  expertise  who 
would  assist  with  the  project.  Sev- 
eral members  of  the  committee 


expressed  interest,  and  the  re- 
sponses were  forwarded  to  Dr. 
Konigsberg. 

At  the  meeting,  a subcommit- 
tee was  appointed  to  serve  as  an 
educational  subcommittee  to  de- 
velop an  educational  program 
dealing  with  an  appropriate  envi- 
ronmental and  public  health  is- 
sue. The  committee  consists  of 
Doctors  Donald  Cameron,  Robert 
Frelick,  Athena  Jolly,  and  Peter 
Chodoff.  Dr.  Konigsberg  will  serve 
as  a consultant  to  the  committee. 

The  development  of  the 
Society’s  proposal  to  establish  a 
separate  Department  of  Health  in 
Delaware  was  reviewed.  The  com- 
mittee concluded  that  it  would  ask 
the  Board  of  Trustees  if  that  objec- 
tive should  be  pursued  at  this  time. 
The  committee  agreed  that  it  is 
important  for  the  Medical  Society 
of  Delaware  to  have  access  to  the 
Minner  Commission. 

The  Environmental  and  Pub- 
lic Health  Committee  plans  to  meet 
again  in  the  fall.  Dr.  Paul 
Silverman  of  the  Division  of  Public 
Health  will  be  invited  to  meet  with 
the  group  to  discuss  public  health 
issues  from  the  epidemiological 
standpoint. 

Peter  Chodoff,  MD,  MPH 
Chairman 

The  report  was  filed  with  a rec- 
ommendation that  the  Board 
of  Trustees  continue  its  efforts 
to  have  the  state  establish  a 
separate  Department  of 
Health. 

Maternal  and  Child  Care 
Committee 

Several  issues  were  discussed  by 
the  Maternal  and  Child  Care  Com- 
mittee during  the  past  year.  The 
statewide  prenatal  records  which 
were  introduced  several  years  ago 
were  reviewed.  Although  they  re- 
quire much  information,  they  seem 
to  have  been  relatively  well  ac- 
cepted by  those  in  attendance. 
Revision  of  several  parts  of  the 


form  was  recommended. 

The  issue  of  technology-depen- 
dent children  appears  to  have  been 
addressed  by  a number  of  providers 
in  the  community.  Riverside  Hospi- 
tal has  expressed  an  interest  in  al- 
locating beds  in  its  extended  care 
facility  and  “Nurses  and  Kids,”  a 
day-care  program,  has  the  support 
of  the  Delaware  Academy  of  Pedia- 
tricians. Many  of  Delaware’s  tech- 
nology-dependent children  have 
gone  to  Harbor  House  in  Lewes  or  to 
the  facility  in  Voorhees,  New  Jer- 
sey. 

Patient  compliance  with  ma- 
ternity and  pediatric  care  continues 
to  be  a problem  in  Delaware.  The 
Division  of  Public  Health  has  estab- 
lished a liaison  with  the  Delaware 
Chapter  of  the  American  Academy 
of  Pediatricians  in  an  attempt  to 
promote  immunizations  and  have  a 
better  understanding  of  each  oth- 
ers’ problems.  Although  waiting 
times  for  maternity  care  and  access 
to  the  “system”  have  improved  some- 
what (nurse  midwifery  clinic  in  Kent 
County,  decreased  waiting  list  in 
New  Castle  County,  establishment 
of  perinatal  consultation  center  and 
midwifery  services  in  Sussex 
County),  an  increasing  number  of 
women  fail  to  take  advantage  of 
services  which  are  currently  avail- 
able. According  to  the  Kids  Count 
Data  Book  from  the  Annie  E.  Casey 
Foundation,  Delaware’s  composite 
rank  for  the  well-being  of  children  is 
34th  among  the  50  states  and  the 
District  of  Columbia. 

For  the  third  time,  the  Medical 
Society  and  the  Committee  were  co- 
sponsors of  a request  for  a grant 
from  the  National  Fetal  Infant  Mor- 
tality Review  Project.  Unfortu- 
nately, during  the  process  of  apply- 
ing for  the  grant,  we  learned  that 
Delaware  does  not  have  the  appro- 
priate legislation  in  place  to  assure 
that  the  members  of  the  review  team 
would  be  “held-harmless.”  We  have 
approached  legislators  to  enact  such 
legislation  so  that  we  will  be  able  to 
apply  for  this  grant  in  the  future. 

Mandatory  screening  for  illicit 
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drug  use  and  HIV  infection  was 
again  recommended  by  the  Com- 
mittee. This  recommendation  was 
reviewed  by  the  Board  of  Trustees 
and  referred  back  to  the  Commit- 
tee for  further  consideration. 

Garrett  H.C.  Colmorgen,  MD 
Chairman 

The  report  was  filed  with  a note 
that  there  was  significant  dis- 
cussion about  the  policy  of 
mandatory  drugs  and  HIV 
screening  in  both  epidemiologi- 
cal and  legal  terms  and  that  the 
issues  remain  unresolved. 

Medicine  and  Religion 
Committee 

The  Medicine  and  Religion  Com- 
mittee has  not  met  during  the  past 
year.  At  present,  arrangements  are 
being  made  for  the  Prayer  Break- 
fast to  be  held  in  conjunction  with 
the  Medical  Society  of  Delaware’s 
Annual  Scientific  Session  on  Sat- 
urday, November  20th,  at  the  Ho- 
tel du  Pont. 

Change  is  inevitable  in  every 
phase  of  our  lives,  but  growth  is  a 
decision.  This  applies  to  us  as 
health  care  professionals  very 
much  so  including  in  the  area  of 
health  care  reform.  There  are  per- 
ceived as  well  as  real  impinge- 
ments. We  can  experience  emo- 
tional reactions  to  these  changes, 
developing  secondarily,  arrogance, 
isolation,  defensiveness,  mistrust, 
hostility,  and  depression. 

Therefore,  I see  a great  value 
in,  and  need  for,  truly  incorporat- 
ing spirituality  into  our  profes- 
sional beings.  I see  many  in  this 
profession  respond  by  denial  and 
avoidance. 

I encourage:  health  in  a “dis- 
eased” environment,  sanity  in  an 
at-times  insane  situation,  spiritu- 
ality, not  just  religiosity  (but  not  to 
be  offensive  to  the  attitudes  of  oth- 
ers). 

So  that,  in  addition  to  sched- 
uled committee  activities,  I desire 
to  occasionally  bring  in  speakers/ 
topics  — to  challenge  our  for- 


tresses, to  validate  our  beliefs,  to 
support  us  on  our  life’s  journey,  as 
uncertain  and  vulnerable  as  it  can 
be. 

Lastly,  I propose  a “change” — 
this  time  in  the  title  of  our  commit- 
tee, perhaps  to  “Spirituality  in 
Health  Care  Committee”  or  “Spiri- 
tuality in  Medicine  Committee.” 
In  peace, 

David  S.  Jezyk,  MD 
Chairman 

The  report  was  filed. 

Medico-Legal  Affairs 
Committee  and  Joint 
Committee  of  Physicians 
and  Attorneys 

During  the  past  year,  the  major 
activity  has  been  an  attempt  to 
produce  a compromised  “Death 
with  Dignity”  bill  for  submission 
to  the  Delaware  legislature.  A 
proposed  bill  prepared  by  this 
committee  last  year  met  with  op- 
position, particularly  from  Rep- 
resentative Richard  Davis,  and 
had  a number  of  amendments  at- 
tached to  it  which  made  it  essen- 
tially worthless,  so  it  was  dropped. 
A new  bill  is  in  the  final  drafting 
stage  at  this  time.  A number  of  us 
have  also  met  with  representa- 
tives of  the  Catholic  Diocese  of 
Wilmington  who  had  reservations 
about  the  previous  bill. 

John  T.  Hogan,  MD,  FACS 
Chairman 

The  report  was  filed. 

Mental  Health,  Alcoholism  and 
Drug  Abuse  Committee 

There  is  no  report  from  the  Mental 
Health,  Alcoholism  and  Drug 
Abuse  Committee,  as  the  commit- 
tee has  not  met  during  the  past 
year. 

Norman  Taub,  MD 
Chairman 

The  report  was  filed. 


Pharmacy  Committee 

The  Pharmacy  Committee  met  twice 
during  the  last  year.  Mr.  Gary  Fox, 
R.Ph.,  representing  the  Delaware 
Pharmaceutical  Society,  attended 
the  meetings. 

The  committee  continued  to 
monitor  inappropriate  requests  for 
physician  DEA  numbers  by  insur- 
ance companies  (i.e.  for  non-sched- 
ule II  prescription  insurance  claims). 
A letter  requesting  assistance  from 
the  State  Insurance  Commissioner 
resulted  in  action  by  her  office  in 
notifying  local  insurance  carriers 
about  appropriate  use  of  DEA  num- 
bers. Dr.  Michael  J.  Pasquale  has 
been  active  with  this  project. 

Drs.  Marvin  H.  Dorph,  Charles 
Laudadio,  and  Eugene  I.  Tolpin  con- 
tinued to  represent  the  Society  on 
the  Delaware  Drug  Utilization 
(DUR)  Board.  They  updated  the  com- 
mittee on  DUR  Board  activities  for 
developing  a drug  utilization  review 
system  for  Delaware  Medicaid  re- 
cipients. 

Stephen  S.  Grubbs,  MD 
Chairman 

The  report  was  filed. 

Physicians’  Health  Committee 

The  Physicians’  Health  Committee 
continues  its  activities  in  assisting 
Delaware  physicians.  Caseload  has 
remained  steady.  Issues  encoun- 
tered have  been  varied,  and  have 
included  substance  abuse,  sexual 
misconduct,  depression,  as  well  as 
an  array  of  other  psychiatric  disor- 
ders. 

Categorization  by  physician 
specialty  has  likewise  been  varied, 
and  some  cases  have  involved  phy- 
sicians-in-training.  Only  one  license 
(this  involving  a case  from  a previ- 
ous year)  has  been  lost. 

Presentation  in  some  cases  has 
been  acute  (crises-oriented),  but 
some  have  involved  early  referral 
on  monitoring  of  physicians  enter- 
ing Delaware  from  other  states. 

Referrals  from  the  Board  to  the 
committee  have  continued. 
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A textbook  on  Physicians’ 
Health  and  Stress  Management  to 
be  edited  by  Dr.  Tavani  and  pub- 
lished by  the  American  Medical 
Association  is  in  the  planning  stage 
at  the  time  of  this  summary’s 
preparation. 

Carol  A.  Tavani,  MD 
Chairman 

The  report  was  filed. 

Prison  Health  Care 
Committee 

The  Prison  Health  Care  Commit- 
tee had  only  one  meeting  in  the 
past  year  and  had  good  represen- 
tation. There  have  been  a variety 
of  other  problems  which  seem  to 
have  their  root  in  difficulties  of 
communication  between  the  dif- 
ferent parties  who  deal  with  the 
problems  of  the  prisoners.  We  have 
been  trying  to  enable  the  different 
groups,  particularly  Correctional 
Medical  Systems  and  the  Public 
Defender,  and  some  of  these  seem 
to  be  straightening  out. 

Two  prisoners  in  particular 
have  presented  long-term  prob- 
lems, which  seem,  now,  to  be  in  the 
process  of  resolution.  I would  hope 
that  our  continued  efforts  in  this 
direction  will  so  improve  commu- 
nication that  most  of  the  problems 
which  have  arisen  will  not  in  the 
future. 

We  try  to  keep  an  eye  on  the 
general  medical  problems  of  the 
prison  population  in  order  to  avoid 
difficulties  as  time  goes  by.  There 
seems  to  be  good  support  from  the 
members  of  the  committee,  and  I 
think  that  if  we  keep  the  avenues 
open,  things  will  only  improve. 

Charles  L.  Minor,  MD 
Chairman 

The  report  was  filed. 

School  Health  Committee 

The  School  Health  Committee  has 
been  the  center  of  quite  a bit  of 
controversy  this  year.  The  presi- 
dent of  the  Medical  Society,  Dr. 


Stephen  Permut,  charged  us  with 
the  responsibility  of  dealing  with  a 
request  which  came  from  the  Dela- 
ware Chiropractic  Society  asking 
that  chiropractors  be  allowed  to 
write  excuses  permitting  children 
to  stay  home  from  school  when 
they  are  thought  by  the  chiroprac- 
tor to  have  an  adequate  medical 
reason  for  doing  so. 

Ameeting  of  the  School  Health 
Committee  was  held  on  June  22, 
1993.  Guests  at  that  meeting 
included:  Ms.  Edith  Vincent,  di- 
rector of  the  Division  of  Public 
Instruction,  who  works  very  closely 
with  the  school  nurses,  and  repre- 
sentatives of  the  school  nurses  and 
of  the  chiropractic  society. 

The  outcome  of  the  meeting 
was  a request  that  chiropractors 
submit  a list  of  diagnoses  which 
would  be  considered  by  a subcom- 
mittee of  the  School  Health  Com- 
mittee and  might  be  presented  to 
the  Board  of  Trustees  for  approval. 
The  idea  is  that  these  diagnoses 
would  be  ones  for  which  the  chiro- 
practors would  be  able  to  excuse 
children  from  school  without  ob- 
jection from  the  school  nurse. 

Such  a list  was  presented  by 
Kristina  Holstein,  D.C.  It  included 
the  following: 

- Sprains  and/or  strains  of 
the  spine  and/or  extremi- 
ties less  than  grade  3 

- Muscle  tension  headaches 

- Migraine  headaches -hav- 
ing a negative  MRI,  CT,  or 
under  concurrent  care 
with  a neurologist 

- Spinal  neuritis  and/or 
radiculitis 

- Muscle  spasm 

- Fibrositis/Myofascitis 

- Tendonitis 

- Bursitis 

- Osteoarthritis  Facette 
Syndrome 

- Sacroiliac  joint  dysfunc- 
tion 

- Degenerative  disc  disease 

- Osteochondritis 

- Scoliosis,  if  less  than  20° 
using  Cobb’s  angle 


This  list  was  circulated  to  the 
members  of  the  School  Health  Com- 
mittee and  elicited  many  lengthy 
responses.  Physicians  who  voiced 
objections  to  any  or  all  of  the  in- 
cluded diagnoses  or  to  the  entire 
concept  have  been  invited  to  a sub- 
committee meeting  on  October  26, 
1993.  The  outcome  of  that  meeting 
is  unknown  at  the  time  of  this  writ- 
ing. 

Diana  Dickson-Witmer,  MD, 
FACS 
Chairwoman 

The  report  was  filed  with  objec- 
tions to  the  performance  of  any 
physical  examination  or  offer- 
ing of  any  excuse  for  a child  in  ill 
health  being  performed  by  any- 
one other  than  a doctor  of  medi- 
cine or  osteopathy. 

Council  of  Specialty  Societies 
Representatives  of  the  specialty  so- 
cieties were  invited  to  submit  re- 
ports for  inclusion  in  the  House  of 
Delegates  handbook. 

The  following  reports  were  filed. 

Delaware  Allergy  Society 

As  President  of  the  Delaware  Al- 
lergy Society,  a number  of  concerns 
have  come  to  my  attention  in  the 
past  year. 

The  number  one  concern  at  the 
present  time,  of  course,  is  the  prob- 
lem with  Principal  Health  Care’s 
reinterpretation  of  CPT  codes  based 
on  the  assumption  that  we  had  un- 
bundled these  in  the  first  place. 
Hopefully  this  issue  will  be  resolved 
shortly. 

Another  issue  affecting  us  is 
that  of  Aetna  Insurance’s  reviewing 
patients  for  appropriateness  of  im- 
munotherapy. They  are  currently 
using  a computer  generated  pro- 
gram, and  we  are  getting  frequent 
calls  asking  us  to  reevaluate  our 
patients  who  have  been  on  immuno- 
therapy. The  criterion  they  are  ask- 
ing us  to  use  for  determining 
whether  the  patient  continues  to 
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need  shots  is  that  the  patient  be 
re-skin  tested.  This  is  not  a valid 
criterion  for  continuing  immuno- 
therapy to  inhalant  allergens;  it  is 
a valid  criterion  to  use  for  discon- 
tinuing immunotherapy  for  insect 
venoms  however.  We  are  in  the 
process  of  trying  to  have  our  na- 
tional association  communicate 
with  them  about  this. 

Another  issue  which  deals  with 
CPT  coding  and  which  we  have  in 
particular  is  how  it  might  affect 
what  the  future  is  bringing  as  far 
as  Clinton’s  health-care  plan.  Med- 
icaid of  Delaware  has  for  a number 
of  years  insisted  that  allergy  injec- 
tions not  be  coded  as  such  but  be 
coded  as  a level-two  office  visit. 
This,  of  course,  precludes  us  from 
charging  an  allergy  shot  at  the 
same  time  as  an  office  visit,  which 
proper  CPT  coding  would  allow. 

My  fear  is  that  should  national 
health  insurance  occur,  Delaware 
Medicaid  or  similar  standards 
might  be  considered  the  norm 
rather  than  aberration.  We  have 
not  fought  this  too  greatly  in  the 
past  because  (1)  it  seemed  hope- 
less, and  (2)  this  was  more  of  a 
charitable  type  of  service  we  were 
providing  for  the  state,  and  we 
weren’t  too  concerned  about  it.  At 
the  present  time  I would  like  the 
Society  to  ask  them  to  bring  their 
billing  requirements  for  allergy  im- 
munotherapy into  compliance  with 
standard  CPT  codes. 

Over  the  past  year  our  Society 
has  been  active  in  trying  to  make 
all  of  our  members  aware  of 
updated  CPT  coding  and  its  ap- 
propriate usage.  We  have  also 
cosponsored  an  asthma  day  for 
adolescents  in  conjunction  with 
the  Delaware  Lung  Association 
on  October  27.  We  also  partici- 
pate in  the  family  asthma  day  pro- 
grams which  the  Delaware  Lung 
Association  sponsors. 

William  Geimeier,  MD 
President 


American  Academy  of 
Physical  Medicine  and 
Rehabilitation, 

Delaware  Chapter 

This  is  in  answer  to  your  request 
for  special  issues  or  concerns  that 
have  come  to  the  attention  of  our 
specialty  group  in  the  past  year. 

I would  like  to  begin  by  thank- 
ing the  Society  for  its  efforts  to- 
ward defeat  of  the  bill  (which 
unfortunately  was  passed)  which 
gave  therapists  the  right  to  see 
patients  for  30  days  without  physi- 
cian referral.  The  new  bill  makes 
it  very  clear  that  physicians  and 
other  non-therapists  may  use  mo- 
dalities under  physicians’  direc- 
tion as  well  as  radically  decreas- 
ing the  number  of  days  initially 
asked  for. 

An  area  for  concern  continues 
to  be  the  poor  definition  of  what 
constitutes  the  practice  of  medi- 
cine as  it  concerns  the  performance 
of  electrodiagnostic  medicine.  It  is 
my  understanding  that  to  date  we 
have  no  definitive  ruling  whether 
the  insertion  of  EMG  needles  and 
the  performance  of  the  nerve  con- 
ductions study  without  immediate 
physician  supervision  are  reason- 
able or  not.  Again,  I would  ask  that 
the  Society  consider  sponsoring  a 
resolution/recommendation  to  the 
Board  of  Medical  Practice  which 
would  clarify  this  issue.  This  be- 
comes in  my  mind  a bigger  issue, 
as  now  the  physical  therapists  are 
allowed  to  see  patients  and  may  be 
tempted  to  use  electromyography 
as  one  of  their  assessment  tools  so 
that  they  can  “give  the  patient 
better,  modern  care.” 

As  always,  the  members  of  the 
Delaware  American  Academy  of 
Physical  Medicine  and  Rehabilita- 
tion are  appreciative  of  the  sup- 
port and  the  solicitation  of  our 
input  into  activities  concerning  the 
practice  of  medicine  and  health- 
care delivery  in  the  state  of  Dela- 
ware. 

Michael  A.  Alexander,  MD 
President 


American  College  of 
Gastroenterology, 

Delaware  Chapter 

Over  the  past  year,  the  members  of 
the  American  College  of  Gastroen- 
terology in  Delaware  have  contin- 
ued to  be  very  active  locally.  This 
has  included  representation  on 
various  local,  state,  and  national 
committees,  which  have  been  par- 
ticularly active  in  the  face  of  up- 
coming health-care  reform.  Clini- 
cally, the  members  have  been  in- 
volved in  prostate  and  colon  cancer 
screening  programs  in  various  ar- 
eas of  the  state,  along  with  their 
continued  endeavors  in  caring  for 
those  uninsured  citizens  of  our  state 
through  the  clinics  and  ward  ser- 
vices at  the  various  hospitals.  Once 
again,  a Gastroenterology  Confer- 
ence was  held  at  the  Academy  of 
Medicine  which  was  primarily  de- 
signed and  run  by  local  members  of 
the  American  College  of  Gastroen- 
terology. 

Several  members  are  now  in- 
volved in  the  performance  of 
endoscopic  ultrasound,  one  of  the 
newest  technologies  available  in  the 
assessment  of  gastrointestinal  dis- 
eases. 

We  look  forward  to  a very  active 
upcoming  year,  through  both  local 
and  national  involvement  by  many 
of  our  members. 

Joseph  F.  Hacker  El  MD,  FACG,  FACP 

Governor 

American  Academy  of 
Pediatrics,  Delaware  Chapter 

Delaware’s  AAP  Chapter  members 
have  been  more  active  than  ever 
this  year.  The  addition  of  a chapter 
administrator  has  exponentially  in- 
creased our  effectiveness.  We  are 
also  greatly  expanding  our  joint  ef- 
forts with  the  Division  of  Public 
Health,  which  has  been  a powerful 
ally. 

We  were  proud  to  receive  Hon- 
orable Mention  for  the  1992  and 
1993  AAP  Small  Chapter  Award. 

In  November  1992,  we  surveyed 
the  pediatricians  in  Delaware  about 
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their  participation  in  Medicaid.  We 
received  51  responses,  represent- 
ing over  90  percent  of  the  primary 
care  pediatricians  in  Delaware.  The 
results  seem  to  indicate  that  Dela- 
ware pediatricians  are  quite  inter- 
ested in  caring  for  Medicaid  and 
uninsured  children,  up  to  a point. 
Most  pediatricians  (65  percent)  ac- 
cept newborn  Medicaid  patients, 
and  40  percent  accept  older  pa- 
tients. Forty  percent  estimate  that 
more  than  one  in  ten  patients  in 
their  practice  has  Medicaid.  How- 
ever, 51  pediatricians  do  not  at- 
tempt to  care  for  all  of  the  tens  of 
thousands  of  Medicaid  patients  in 
the  state. 

Pediatricians  participate 
heavily  in  the  Medical  Society’s 
VTP  program.  About  two-thirds  of 
pediatricians  participate,  and  sev- 
eral hundred  referrals  were  made 
in  the  first  few  months  of  opera- 
tion. 

The  Vaccine  C ommittee  is  com- 
pleting the  details  of  a “universal 
purchase”  plan  for  vaccines  in  the 
state.  Money  from  the  CDC,  fed- 
eral and  state  Medicaid,  state  gen- 
eral revenues,  and  contributions 
from  the  insurance  industry  will 
be  “pooled”  to  purchase  vaccines  in 
bulk  from  suppliers,  then  stored 
by  the  Public  Health  Department 
and  distributed  free  to  all  provid- 
ers. Providers  may  not  charge  for 
vaccine  but  may  charge  a “rea- 
sonable” administration  fee.  Par- 
ticipation in  the  state’s  existing 
Vaccine  Registry  will  be  required. 
With  industry  and  government 
support,  we  hope  that  Delaware 
will  have  a universal  purchase  plan 
for  vaccines  by  FY  1995. 

Infant  seats  have  also  been  a 
chapter  project.  Our  Injury  Pre- 
vention Committee  chairman  has 
been  successful  in  convincing  local 
taxi  companies  to  carry  infant  seats 
regularly.  Working  with  the  Divi- 
sion of  Public  Health,  we  have  con- 
vinced Christiana  Hospital  (which 
delivers  most  of  the  indigent  births) 
to  institute  an  infant  seat  give- 
away program  for  its  clinic  pa- 


tients unable  to  afford  one;  every 
child  would  leave  the  hospital  in 
an  infant  seat.  Regular  teaching 
about  infant  seat  use  has  also  been 
instituted  in  the  Obstetric  and 
Pediatric  Clinics’  patient  educa- 
tion programs. 

The  chapter  sponsored  (with 
A.I.  duPont  Hospital)  Delaware’s 
participation  with  the  Coalition 
for  America’s  Children  satellite 
teleconference  on  September  24, 
1992.  About  35  representatives  of 
government  and  private  agencies 
and  pediatricians  attended.  The 
event  was  covered  in  The  News 
Journal. 

We  have  created  a database 
listing  each  chapter  member’s 
home  address  and  linking  it  to  the 
name  and  address  of  the  member’s 
state  senator  and  representative. 
We  have  sent  mailings  to  our  mem- 
bers encouraging  them  to  write  to 
their  legislators  about  the  bills 
listed  above,  and  many  have  done 
so. 

Our  annual  CME  conference, 
the  R.O.Y.  Warren  Conference,  had 
105  attendees  in  November  1992. 
We  heard  six  hours  of  excellent 
lectures  by  visiting  professors  on 
Immunizations,  Pediatric  ENT, 
and  Pediatric  Neurology. 

About  four  times  a year,  our 
chapter  sponsors  lectures  at  A.I. 
duPont  Institute’s  Grand  Rounds. 
We  have  heard  lectures  on  Child 
Safety/TIPP,  Division  of  Public 
Health  initiatives,  and  Health  Care 
Economics. 

What’s  AAP,  Doc?,  our  chap- 
ter newsletter,  has  received  much 
praise  this  year.  It  has  been  pub- 
lished every  two  months  and  is 
distributed  to  chapter  members 
and  200  key  people  within  the  state. 

The  Delaware  Chapter  AAP 
continues  to  improve  its  effective- 
ness and  increase  its  activities. 
Our  increasing  collaboration  with 
the  Division  of  Public  Health  on 
the  issues  of  vaccines  and  lead 
poisoning  will  result  in  significant 
gains  for  children’s  health.  Our 
expertise  in  legislative  issues  is 


increasing,  and  we  are  beginning  to 
have  an  impact  on  specific  legisla- 
tion. Our  members  are  increasingly 
joining  active  projects,  and  our  chap- 
ter leaders  are  taking  prominent 
roles.  Our  first  goal  this  year  has 
been  to  generate  sustainable  activ- 
ity by  getting  chapter  members  in- 
volved, and  we  are  clearly  meeting 
that  goal.  The  projects  we  have 
grown  are  just  beginning  to  ripen; 
within  the  next  year  or  two,  we 
expect  to  harvest  the  fruit. 

David  M.  Epstein,  MD 
President 

Delaware  Academy  of 
Ophthalmology 

This  year  a therapeutic  bill  was 
again  introduced  by  the  optom- 
etrists. It  failed  only  because  it  was 
vetoed  by  the  Governor.  The  Dela- 
ware Academy  of  Ophthalmology  is 
attempting  to  resolve  this  issue. 
Another  related  issue  is  the  use  of 
laser  treatment  by  paramedi  cal  per- 
sonnel, and  we  hope  to  address  this 
problem  during  the  coming  year. 

Joshua  Kalin,  MD,  FACS 
President 

American  College  of  Emergency 
Physicians,  Delaware  Chapter 

The  Delaware  Chapter  of  the 
American  College  of  Emergency 
Physicians  has  been  involved  in 
the  following  issues. 

We  continue  to  be  concerned 
with  the  admission  policies  of  the 
Delaware  State  Hospital.  During 
the  past  year  we  have  seen  a signifi- 
cant improvement  with  the  new  24- 
hour  commitment  law,  provisions 
to  care  for  and  evaluate  the  intoxi- 
cated suicidal  patient,  and  an 
on-going  dialogue  with  the  Ad- 
ministration of  the  Delaware 
State  Hospital. 

Emergency  Medical  Services 
(EMS)  have  been  closely  monitored 
during  the  past  year.  The  Statewide 
Paramedic  Program  is  fully  opera- 
tional and  is  now  beginning  to  im- 
pact other  areas  of  prehospital  care. 
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Our  organization  was  active  in  a 
statewide  presentation  to  the  Na- 
tional Highway  Traffic  Safety 
Administration  (NHTSA)  in 
June  regarding  the  progress  and 
development  of  EMS  within 
Delaware.  NHTSA  has  published 
a report  that  we  believe  should 
have  a profound  impact  on 
Delaware’s  EMS  system.  Delaware 
ACEP  has  strongly  endorsed  a sys- 
tem of  EMS  dispatch  that  allows 
for  medical  priorities  to  be  estab- 
lished and  medically  generated  pre- 
arrival instructions.  The  Fire 
Service’s  Basic  Life  Support  (BLS) 
service  is  now  actively  pursuing 
the  implementation  of  a statewide 
Semi-Automatic  External  Defibril- 
lator Program  (SAED),  which  has 
been  strongly  supported  by  our 
organization.  This  year  we  will 
again  award  an  EMS  Person  of  the 
Year  with  a plaque  and  $500  for 
that  person’s  volunteer  fire  com- 
pany to  use  toward  the  purchase  of 
fin  SAED. 

Concerning  legislation,  Dela- 
ware ACEP  vigorously  opposed  an 
effort  to  move  the  Office  of  Para- 
medic Administration  from  the  De- 
partment of  Public  Health  to  the 
Department  of  Public  Safety.  Our 
efforts  thus  far  have  been  success- 
ful. Dr.  Ben  Corballis  is  now  draft- 
ing legislation  to  assist  EMS  pro- 
viders in  identifying  individuals 
who  do  not  wish  to  have  prehospital 
resuscitation  attempted. 

Educationally,  Delaware 
ACEP  provided  moral  and  finan- 
cial support  for  the  First  Annual 
Diamond  State  EMS  Conference 
to  be  held  in  Dewey  Beach  in  Octo- 
ber. Dr.  Paula  Ryals  is  coordinat- 
ing a national  ACEP  course  on  the 
evaluation  and  treatment  of  chest 
pain  for  Delaware. 

Delaware  ACEP’s  membership 
now  numbers  106.  We  continue  to 
have  quarterly  meetings  and  will 
install  a new  slate  of  officers  in 
November. 

Ross  E.  Megargel,  DO,  FACEP 
President 


Delaware  Neurologic  Society 

The  Delaware  Neurologic  Society 
is  pleased  to  report  its  activities 
over  the  last  year. 

The  Society  has  been  working 
with  state  motor  vehicle  adminis- 
trators regarding  regulations  for 
patients  with  seizures  who  oper- 
ate motor  vehicles.  The  Society 
was  peripherally  involved  with  the 
physical  therapy  direct  access  bill 
which  was  approved  in  the  legisla- 
ture this  year.  We  supported  a bill  to 
limit  the  practice  of  electromyogra- 
phy performed  by  physical  thera- 
pists. The  Society  continues  its  sup- 
port for  several  groups  active  in  the 
state,  including  the  Delaware  Chap- 
ter of  the  Multiple  Sclerosis  Society, 
the  Epilepsy  Association,  and 
Alzheimer’s  Association. 

Our  members  are  excited  about 
several  new  forms  of  therapy  which 
have  been  approved  this  year.  Beta- 
interferon  (Betaseron™)  is  being  re- 
leased as  the  first  medication  which 
can  inhibit  or  reverse  the  progres- 
sion of  multiple  sclerosis.  Tacrine 
(Cognex™)  has  been  approved  for 
the  treatment  of  Alzheimer’s  dis- 
ease. Revolutionary  work  is  being 
done  in  disorders  of  the  peripheral 
nervous  system,  especially  those 
related  to  paraneo-plastic  processes 
and  auto  immune  disease.  Contrary 
to  past  practice,  these  diseases  are 
now  treatable.  Sumitriptan 
(Imitriex™)  was  released  for  the 
treatment  of  intractable  migraine, 
and  felbamate  (Felbatol™)  is  the 
first  new  medication  approved  for 
the  treatment  of  partial  complex 
seizures  in  over  25  years. 

The  Society  applauds  the  clos- 
ing of  the  third  year  of  the  Decade 
of  the  Brain  with  continued  re- 
markable achievements  not  only 
in  the  diagnosis  but  also  the  treat- 
ment of  diseases  of  the  nervous 
system.  On  a local  and  state  level, 
the  Society  plans  continued  activi- 
ties to  promote  the  proper  care  of 
patients  with  neurologic  diseases, 
assisting  them  to  five  a fulfilling  life. 

Robert  J.  Varipapa,  MD 
President 


Obstetric  and  Gynecologic 
Society  of  Delaware 

Access  to  care  and  health-care  re- 
form are  two  major  concerns  of  the 
Obstetric  and  Gynecologic  Society 
of  Delaware. 

Access  to  obstetric  and  gyneco- 
logic care  for  patients  on  Medicaid 
as  well  as  those  who  are  uninsured 
and  underinsured  has  been  an  on- 
going concern  of  our  Society.  For  the 
past  five  years  we  have  been  trying 
to  engage  the  State  of  Delaware  in 
substantive  discussions  to  address 
the  issues  that  remain  as  obstacles. 
These  issues  are  relief  from  liabil- 
ity, reform  of  the  Medicaid  bureau- 
cracy (especially  as  related  to  the 
excessively  burdensome  paperwork) 
and  low  reimbursement. 

Our  Society  has  publicly  en- 
dorsed the  Voluntary  Initiative  Pro- 
gram implemented  by  the  Medical 
Society  of  Delaware,  and  members 
are  seeing  patients  through  it.  We 
have  made  it  known  to  the  new 
Secretary  of  Health  and  Social  Ser- 
vices for  the  State  of  Delaware  that 
there  is  a genuine  willingness  to  do 
more  if  there  can  be  some  redress  of 
the  issues  noted  above.  We  hope 
that  there  is  a willingness  in  the 
new  State  administration  to  do  more 
as  it  makes  plans  for  the  impending 
health  care  reform. 

With  redefining  or  restructuring 
of  the  current  health-care  system  ver- 
sus true  health-care  reform,  there 
will  be  more  emphasis  on  primary 
care  and  preventive  services.  There 
will  also  be  discussion  as  to  who  will 
be  designated  as  a primary  care  pro- 
vider. Obstetrics  and  Gynecology  as  a 
specialty  has  historically  played  a 
critical  role  in  providing  both  pri- 
mary care  and  preventive  health  ser- 
vices for  the  women  in  our  society.  In 
fact,  the  OB-GYN  is  the  only  physi- 
cian women  aged  14  to  44  may  see, 
and  the  majority  of  women  consider 
their  OB-GYN  to  be  their  primary 
care  physician.  As  the  State  of  Dela- 
ware makes  plans  for  its  version  of 
health-care  reform  and  implementa- 
tion, it  is  important  that  the  Obstet- 
ric and  Gynecologic  Society  of  Dela- 
ware be  a part  of  those  discussions. 
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As  a Society  we  look  forward 
to  continuing  to  provide  quality 
care  for  all  of  the  women  of  Dela- 
ware. We  also  look  forward  to  work- 
ing with  the  Medical  Society  of 
Delaware  in  a strong  partnership 
to  help  improve  care  for  all  Dela- 
wareans. 

Richard  W.  Henderson,  MD, 
FACOG 
President 

Amercian  College  of 
Physicians,  Delaware  Region 

The  Delaware  Region  of  the  Ameri- 
can College  of  Physicians  has  had 
one  of  its  most  active  years  in  his- 
tory. For  the  first  time  we  had  a 
full-day  scientific  meeting  in  Feb- 
ruary of  1993  which  was  attended 
by  50  members,  fellows,  and  asso- 
ciates of  the  College  and  was  felt  to 
be  quite  successful.  A similar  pro- 
gram is  planned  for  February  of 
1994.  An  executive  council  has  been 
formed  for  the  College  and  has 
been  quite  involved  in  discussing 
College  activities.  A number  of  phy- 
sicians attended  the  annual  spring 
meeting  of  the  ACP  in  Washing- 
ton, D.C.  Four  local  members  can- 
vassed our  Congressional  delega- 
tion to  discuss  health-care  reform. 
In  fact,  health-care  reform  contin- 
ues to  be  a major  focus  of  the  Col- 
lege nationally  and  locally  as  well 
with  several  members  of  the  Ex- 
ecutive Council  active  in  regional 
health-care  reform  activities.  The 
College  has  also  moved  to  increase 
ties  with  the  Residency  Training 
Program  at  the  Medical  Center  of 
Delaware  and  has  agreed  to  par- 
ticipate on  the  Advisory  Commit- 
tee to  the  Board  of  Medical  Prac- 
tice. 

James  H.  Newman,  MD,  FACP 
President 

Delaware  Chapter  of  the 
American  College  of  Surgeons 

The  Delaware  Chapter  of  the 
American  College  of  Surgeons  is 
proud  to  announce  that  the  follow- 
ing physicians  were  inducted  into 


the  American  College  of  Surgeons 
on  October  14,  1993. 

Susan  Gorondy,  MD,  FACS 
Joseph  M.  Belgrade,  MD,  FACS 
Gerard  J.  Fulda,  MD,  FACS 
Jay  Daniel  Luft,  MD,  FACS 
Richard  L.  Sherry,  MD,  FACS 
Glen  Herman  Tinkoff,  MD, 
FACS 

Diana  Dickson-Witmer,  MD, 
FACS 

Interim  President 

Reports  of  AD  HOC  Committees 

Advisory  Committee  to  the 
Board  of  Medical  Practice 

The  Medical  Advisory  Committee 
had  its  first  meeting  this  year.  The 
committee  was  formed  at  the  re- 
quest of  the  President  of  the  Medi- 
cal Society  of  Delaware  to  assist 
the  Board  of  Medical  Practice  in 
adjudication  of  allegations  concern- 
ing physicians  about  whom  a pre- 
hminary  investigation  by  the  Board 
has  determined  that  reason  exists 
for  the  Board  to  take  definitive 
action.  The  advisors  will  not  be 
paid  for  their  efforts,  which  are 
expected  to  be  infrequent  for  any 
individual  and  to  require  only  a 
reasonable  time  commitment. 

The  Board  of  Medical  Practice 
is  underfunded,  and  the  licensing 
fees  from  physicians  are  melded 
with  the  licensing  fees  from  all 
other  professional  groups.  There 
is  insufficient  money  to  reimburse 
the  doctors  from  that  pool. 

The  committee  recognizes  that 
both  the  collegial  and  ethical  moti- 
vations for  participation  are  com- 
pelling. The  initial  meeting  was 
exceptionally  well  attended,  and 
our  profession  was  broadly  repre- 
sented. 

Martin  Gibbs,  MD 
Chairman 

The  report  was  filed. 

Medicare  Carrier's  Physician 
Advisory  Committee 

The  Carrier  Advisory  Committee 
(CAC)  was  formed  in  1992  for  the 


purpose  of  improving  physician-car- 
rier relations  through  physician  in- 
put into  policy  decisions  and  better 
explanation  of  those  decisions.  This 
is  part  of  the  fourth  scope  of  work 
now  being  done  by  the  Health  Care 
Financing  Administration  (HCFA). 
The  first  meeting  was  in  December 
1992.  There  have  been  four  meet- 
ings thus  far  in  1993,  with  approxi- 
mately one  meeting  per  quarter 
planned  for  the  future. 

While  the  meetings  so  far  have 
allowed  physicians  to  voice  their 
disapproval  of  the  carrier’s  policies 
(PBS),  there  has  been  little  evidence 
of  the  carrier  changing  its  admin  - 
istrative  guidelines.  In  one  major 
exception,  a united  front  by  the 
physicians  did  get  PBS  to  issue  a 
formal  recognition  of  a major  policy 
error  in  denying  proper  code  reim- 
bursement for  ten  procedures  for 
dermatology.  PBS  was  forced  to  is- 
sue a formal  recognition  to  patients 
to  admit  their  failure  in  notifying 
physicians  in  a reduction  of  the  lim- 
iting charge  for  ten  procedures.  Pa- 
tients were  made  aware  that  physi- 
cians had  no  way  of  knowing  this 
until  the  reimbursements  weremade. 

There  are  a number  of  current 
policy  decisions  in  which  the  com- 
mittee feels  PBS  is  irresponsible. 
One  of  these  has  to  do  with  various 
laboratory  reimbursements.  The 
committee  has  taken  a united  stand 
indicating  its  disapproval  of  PBS 
policy.  It  remains  to  be  seen  what 
the  outcome  will  be. 

Currently  it  appears  that  the 
committee  is  facing  a carrier  that 
has  decided  to  be  rather  inflexible 
in  reviewing  its  decisions.  However, 
physicians  are  encouraged  to  sub- 
mit issues  to  the  carrier  co-chair- 
person through  his  or  her  respective 
member  designated  by  college.  This 
list  can  be  obtained  through  the 
Medical  Society  office.  (It  also  ap- 
pears in  the  fist  of  committees  in  the 
General  Information  Section  of  the 
House  of  Delegates  handbook.) 

William  R.  Nottingham,  Jr.,  MD 
Co-Chairperson 

The  report  was  filed. 
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Reports  of  Council  of  Liaisons 
and  Representatives 

Delaware  Foundation 
For  Medical  Services,  Ltd. 

The  Delaware  Foundation  for 
Medical  Services,  Ltd.,  has  been 
constituted  to  direct  the  Voluntary 
Initiative  Program  (VIP).  At  its 
first  meeting  on  June  10,  1993, 
conducted  by  Medical  Society 
President  Dr.  Stephen  R.  Permut, 
the  following  officers  were  duly 
nominated  and  elected: 

Joseph  A.  Lieberman  III,  MD,  MPH 
Chairman 

Stephen  R.  Permut,  MD 
Vice  Chairman 

James  P.  Marvel,  Jr.,  MD 
Secretary 

Garth  A.  Koniver,  MD 
Treasurer 

A second  meeting  was  held  on 
September  16,  1993.  It  is  antici- 
pated that  the  Foundation  board 
will  be  meeting  quarterly  (or  more 
frequently  as  necessary). 

The  VIP  program  is  well  into 
its  first  year  of  operation  and  has 
enjoyed  considerable  success.  To 
date,  approximately  1,200  Medic- 
aid patients  have  found  a “medical 
home”  as  a result  of  the  VIP.  The 
pattern  of  referralsthus  far  is  listed 
on  the  following  page. 

In  addition  to  continuing  to 
provide  matching  of  physicians  to 
Medicaid  patients,  the  VIP  pro- 
gram is  embarking  on  two  other 
significant  ventures. 

Evaluation  - the  Delaware 
Health  Care  Commission  has  re- 
leased a Request  for  Proposals 
(RFP)  to  evaluate  the  VIP  pro- 
gram. Dr.  James  Gill,  from  the 
Department  of  Family  and  Com- 
munity Medicine,  Medical  Center 
of  Delaware,  has  developed  a reply 
to  this  RFP.  We  are  optimistic  that 
the  evaluation  of  the  VIP  program 
will  be  conducted  by  Dr.Gill  under 
the  auspices  of  the  Health  Care 
Commission. 

Fund  raising  - Selected  mem- 
bers of  the  Delaware  Foundation 
for  Medical  Service,  Ltd.,  with  the 
executive  director  of  the  Medical 


Society  of  Delaware  met  with  mem- 
bers of  the  Medical  Society  of 
Delaware’s  Alliance  to  discuss  fund 
raising  strategies.  It  is  anticipated 
that  these  individuals  will  now 
meet  with  Congressman  Castle 
(who  was  one  of  the  original  spon- 
sors of  the  program)  and  Governor 
Carper  to  elicit  their  suggestions 
as  to  what  further  efforts  may  be 
feasible  to  raise  funds  in  order 
that  this  endeavor  be  continued. 

Despite  the  promise  of  changes 
in  the  funding  and  delivery  of 
health-care  services  being  pro- 
posed by  the  federal  government, 
there  is  an  enduring  need  here  and 
now  in  Delaware  for  the  VIP.  It  is 
anticipated  that  this  need  will  en- 
dure into  the  immediate  future, 
and  the  Delaware  Foundation  for 
Medical  Services,  Ltd.,  board  is 
optimistic  that  the  necessary  funds 
and  the  continuing  support  by 
members  of  the  Medical  Society 
will  be  forthcoming  to  ensure  the 
viability  of  this  most  worthwhile 
program. 

Joseph  A.  Lieberman  III,  MD,  MPH 
Chairman 

The  report  was  filed  with  a note 
that  this  is  only  one  way  that 
Delaware  physicians  partici- 
pate in  the  care  of  indigents 
and  the  recommendation  that 
a more  complete  display  of 
these  statistics  be  done  in  the 
future. 

Delaware  Health  Care 
Commission 

Early  in  1993  Governor  Carper 
directed  the  Delaware  Health  Care 
Commission  (DHCC)  to  focus  its 
energies  on  the  development  of  a 
comprehensive  health  care  reform 
proposal  for  legislative  review  in 
1994.  Focus  groups  and  forums  on 
health-care  reform  were  financially 
supported  or  conducted  by  the 
DHCC  to  facilitate  community  in- 
terchange with  the  commission.  A 
health  care  reform  proposal  of  the 
Medical  Society  of  Delaware  and 
the  Association  of  Delaware  Hos- 


pitals will  be  presented  to  the  DHCC 
at  a focus  group  meeting  on  Decem- 
ber 9,  1993. 

Secretary  of  Health  and  Social 
Services  Carmen  Nazario,  Secretary 
of  Finance  Sarah  Jackson,  and 
Health  Insurance  Commissioner 
Donna  Lee  Williams  replaced  their 
counterparts  of  the  Castle  adminis- 
tration. Mrs.  Sarah  (Sally)  Gore  was 
appointed  chairperson,  and  Dr. 
Bruce  Karrh  was  added  to  the  com- 
mission to  replace  Ms.  Tempe  Steen. 
Former  Secretary  of  Health  and 
Social  Services  Thomas  Eichler  re- 
joined the  commission  as  secretary 
of  Services  for  Children,  Youth,  and 
their  Families. 

Under  the  supervision  of  the 
Monitoring  and  Oversight  Commit- 
tee and  with  the  cooperation  of  the 
Medical  Society  of  Delaware,  a con- 
tract is  being  developed  with  Dr. 
James  Gill  of  the  Medical  Center  of 
Delaware  to  evaluate  the  Voluntary 
Initiative  Program  of  the  Medical 
Society. 

Grants  totaling  $300,000  were 
awarded  throughout  the  state  to 
programs  to  combat  infant  mortal- 
ity within  the  state.  A request  for 
proposals  was  issued  to  develop  a 
low-cost  insurance  program  for  chil- 
dren. Follow-up  to  responses  is  ex- 
pected in  1994. 

In  conjunction  with  the  Depart- 
ment of  Insurance,  the  Health  Care 
Commission  coordinated  the  devel- 
opment and  adoption  of  regulations 
for  HB  571,  Small  Employers  Insur- 
ance Reform. 

In  compliance  with  the  FY  94 
Budget  Act,  the  DHCC  and  the  In- 
teragency Resources  Management 
Committee  will  contract  for  a study 
of  state  spending  and  programs  on 
services  for  children,  analyzing  gaps 
and  duplication  of  services. 

Robert  G.  Kettrick,  MD 
Liaison 

The  report  was  filed. 
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Breakdown  by  County/Specialty 


March 

April 

May 

June 

July 

August 

Total 

.Newcastle  County  - - 

Family  Physicians 

52 

113 

60 

42 

53 

59 

379 

Pediatricians 

20 

18 

28 

23 

13 

28 

130 

OB/GYN 

19 

38 

26 

40 

36 

3 

162 

Internists 

2 

11 

10 

9 

1 

21 

54 

Other 

6 

5 

11 

16 

13 

8 

59 

Total  New  Castle  County 

99 

185 

135 

130 

116 

119 

784 

''  x - '>  '4 

lilllilll 

Family  Physicians 

14 

24 

39 

42 

34 

17 

170 

Pediatricians 

12 

11 

5 

10 

0 

2 

40 

OB/GYN 

0 

1 

2 

2 

1 

0 

6 

Internists 

0 

0 

0 

0 

0 

0 

0 

Other 

1 

0 

0 

0 

0 

0 

1 

Total  Kent  County 

27 

36 

46 

54 

35 

19 

111 

_____ ; | : 

Sussex  County  1 

Family  Physicians 

4 

19 

32 

9 

13 

10 

87 

Pediatricians 

9 

14 

13 

15 

16 

18 

85 

OB/GYN 

1 

1 

0 

0 

0 

0 

2 

Internists 

0 

0 

2 

1 

1 

0 

4 

Other 

3 

0 

5 

4 

4 

1 

17 

Total  Sussex  County 

17 

34 

52 

29 

34 

28 

195 

Grand  Totals 

143 

255 

233 

213 

185 

166 

1196 

Breakdown  by  Specialty  Averages  by  month  per  Specialty 


Family  Physicians 

636  or  53.18% 

Family  Physicians 

106 

Pediatricians 

255  or  2132% 

Pediatricians 

43 

OB/GYN 

170  or  14.21% 

OB/GYN 

28 

Internists 

58  or  4.85% 

Internists 

10 

Other 

77  or  6.44% 

Other 

13 

Total 

1196  or  100% 

199 
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The  Delaware  Institute  of 
Medical  Education  and 
Research  (DIMER) 

The  present  DIMER  board  includes 
the  following  members:  Michael 
Axe,  MD;  Catherine  Flickinger; 
John  A.J.  Forest,  Jr.,  MD;  Harry 
M.  Freedman,  MD;  Robert  L. 
Richards;  Charles  M.  Smith,  MD, 
MPH;  Sherman  Townsend;  D. 
Allan  Waterfield,  PhD;  Leslie  W. 
Whitney,  MD 

The  board  met  quarterly  dur- 
ing the  last  year.  The  board  pre- 
pared and  defended  the  annual 
budget  proposal  before  the 
Governor’s  Budget  Committee  and 
the  Joint  Finance  Committee. 

Last  year’s  budget  was  as  fol- 
lows: 

Jefferson  Medical  College 

$1,002,000 

University  of  Delaware 
$49,000 

Medical  Center  of  Delaware 

$200,000 

Scholarships 

$182,000 

Summer  Research 
$24,600 

Health  Care  Recruitment 
$75,000 

Delaware  Academy  of 

Medicine 

$1,000 

Following  circulation  of  a re- 
quest for  proposal  to  Delaware  hos- 
pitals, grants  were  distributed  to 
St.  Francis  Family  Practice  Resi- 
dency Program,  Beebe  Medical 
Center,  Nanticoke  Memorial  Hos- 
pital, Kent  General  Hospital,  and 
Milford  Memorial  Hospital  to  sup- 
port the  recruitment  of  primary 
care  physicians  in  these  under- 
served  areas. 

The  1994  budget  is  as  follows: 

Jefferson  Medical  College 

$1,002,000 

University  of  Delaware 
$49,000 

Medical  Center  of  Delaware 

$200,000 

Scholarship/Loans 

$257,000 

Summer  Research 
$24,600 


Delaware  Academy  of 
Medicine 

$1,000 

Total  $1,533,600 

The  scholarship  loans  were  al- 
located according  to  the  new  bud- 
get bill,  which  states: 

“The  scholarship  loan  allocation  of 
$257,000  is  to  be  used  to  provide 
financial  assistance  in  the  form  of 
loans  for  students  attending 
Jefferson  Medical  College  and 
allocated  by  the  DIMER  Board. 
Beginning  July  1,  1993,  persons 
receiving  loans  who  had  not  pre- 
viously received  loans  shall  be 
required  to  repay  those  loans. 
These  loans  shall  be  repaid  under 
terms  and  conditions  that  will  be 
set  by  the  Delaware  Higher  Edu- 
cation Commission  who  shall  be 
responsible  for  the  record-keep- 
ing. Loan  recipients  may  discharge 
their  repayment  obligation  by 
agreeing  to  serve  in  Delaware  pro- 
viding primary  care  services  such 
as  pediatrics,  internal  medicine, 
family  medicine,  or  obstetrics/gy- 
necology. The  service  obligation 
shall  be  calculated  so  as  to  make 
equal  the  ratios  represented  by  the 
loans  to  the  annual  tuition  and  the 
time  of  service  to  a calendar  year.” 

According  to  these  instruc- 
tions, scholarships  were  allocated 
to  second-,  third-,  and  fourth-year 
DIMER  students  who  had  previ- 
ously received  scholarships  on  the 
basis  of  need.  Freshman  grants 
will  be  loans  rather  than  scholar- 
ships and  will  be  given  to  students 
who  express  a willingness  to  re- 
turn to  Delaware  to  practice  in 
pediatrics,  internal  medicine,  fam- 
ily medicine,  or  obstetrics/gyne- 
cology, with  loan  forgiveness  as 
described  in  the  law. 

After  the  resignation  of  Rob- 
ert Still  as  executive  director,  Dr. 
Peter  Chodoff  was  appointed  act- 
ing executive  director  in  late  1992; 
the  appointment  was  made  per- 
manent in  August  1993. 

Dr.  Joseph  F.  Rodgers,  assis- 
tant dean  for  Affiliations  and 
Residency  Programs  at  Jefferson 
Medical  College,  attended  board 


meetings  as  an  invited  guest  to  act 
as  liaison  with  Thomas  Jefferson 
University  throughout  the  year. 

During  the  year,  the  Bylaws  of 
the  organization  were  revised  and 
approved  in  August  1993. 

Budget  preparation  for  1995  is 
underway,  and  we  are  planning  to 
seek  additional  funds  to  support  the 
new  loan  program  for  primary  care 
physicians,  the  Medical  Scholars 
Program,  and  the  Masters  in  Public 
Health  in  Community  and  Family 
Medicine  Program. 

We  would  like  to  express  thanks 
to  all  who  have  supported  the 
DIMER  program,  with  special 
thanks  to  the  Medical  Society  of 
Delaware  Alliance  (formerly  the 
Medical  Society  of  Delaware  Auxil- 
iary), which  provided  additional 
funds  to  grant  scholarship  aid  for 
DIMER  students  at  Jefferson  based 
on  need,  and  to  Jo  Ann  Umbel  for 
faithful  and  accurate  secretarial 
support. 

Leslie  W.  Whitney,  MD 
Chairman 

The  report  was  filed. 

Delaware  Medical  Political 
Action  Committee  (DELPAC) 

The  events  of  the  next  several  years 
may  well  shape  how  medicine  is 
practiced  well  into  the  next  century. 
If  you  could  imagine  yourself  in  the 
year  2000  looking  back  50  years  at 
the  history  of  medicine,  what  would 
you  see?  You  would  for  sure  see  a 
tremendous  increase  in  the  use  of 
technology  in  the  latter  half  of  the 
20th  century.  Invasive  procedures, 
imaging  capabilities,  and  whole  new 
classes  of  drugs  greatly  changed 
how  we  can  treat  our  patients.  In 
1965,  Medicare  was  passed  and  with 
its  initial  usual  and  customary  re- 
imbursement policies,  medicine  had 
an  infusion  of  capital.  Federal  pro- 
grams funded  hospital  expansion, 
increases  in  medical  school  enroll- 
ments were  encouraged  through 
generous  policies,  and  predictably 
the  medical  establishment  grew. 
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However  by  the  early  1980s 
the  federal  bureaucracy  took  seri- 
ous notice  of  the  increased  outlays 
it  was  spending  on  health  care  and 
instituted  a DRG  system  for  hospi- 
tals. This  did  not  stabilize  overall 
outlays,  and  so  throughout  the  rest 
of  the  80s  and  into  the  early  90s, 
governmental  regulation  increased 
in  what  was  a failed  attempt  at 
controlling  costs.  Private  sector 
payers  became  alarmed  at  their 
increased  expenditures,  brought  on 
in  part  by  governmental  and  unin- 
sured cost  shifting.  By  1992  a com- 
plex system  had  evolved  into  a 
mixture  of  heavily  regulated 
governmental  programs  and  a 
shrinking  pie  of  indemnity  pa- 
tients. Concurrently,  there  was  a 
mushrooming  of  different  ver- 
sions of  “managed  care,”  partially 
covered  patients,  and  individu- 
als with  no  insurance  at  all. 

Meanwhile,  back  at  the  ranch 
(inside  the  beltway),  there  was  a 
change  in  administrations,  and  a 
president  who  had  a popularity 
rating  of  90  percent  after  the  Gulf 
War  lost  his  re-election  bid  to  a 
relatively  unknown  Arkansas  gov- 
ernor. The  new  president  and  his 
wife  ran  on  a platform  of  economic 
change  and  the  need  to  reform 
health  care.  In  September  of  1993, 
the  administration  formally  pre- 
sented its  sweeping  health  reform 
blueprints. 

Much  of  the  original  Clinton 
plan  left  power  in  state  hands. 
States  would  establish  and  regu- 
late the  new  regional  alliances  and 
evaluate  and  certify  the  entities  to 
participate  in  the  alliances.  States 
would  be  the  guarantor  in  one  way 
or  another  of  the  plans’  solvency 
and  offer  financial  protection.  A 
“Quality  Management  Program” 
would  be  required.  All  consumers 
would  have  to  be  guaranteed  cov- 
erage of  basic  benefits  and  at  a 
certain  cost.  If  a state  desired,  it 
could  institute  a single-payer  sys- 
tem, and  the  list  went  on  and  on. 

So  what  happened  next?  I do 
not  know  because  as  I write  this,  it 
is  October  10,  1993,  and  not  the 


year  2000.  However,  one  might 
surely  predict  that  there  is  going 
to  be  an  increased  role  played  in 
the  health  care  arena  by  both  the 
federal  and  state  governments.  In 
the  past,  it  was  important  to  be 
active  politically,  and  this  will  be 
even  more  so  over  the  next  several 
years.  The  questions  we  have  dealt 
with  heretofore,  such  as  profes- 
sional regulation,  are  still  impor- 
tant; however,  with  health  care 
reform,  a whole  new  series  of  is- 
sues will  be  addressed  during  the 
next  several  years. 

Be  active  in  DELPAC.  A finan- 
cial contribution  is  important,  but 
of  even  greater  value  is  you,  your 
family,  and  your  staff  becoming 
involved  politically.  Individuals  are 
announcing  their  candidacy  now. 
If  you  work  with  them  at  this  point, 
you  will  develop  mutual  respect, 
and  they  will  seek  your  input  when 
decisions  need  to  be  made. 

Brett  Elliott,  MD 
Chairman,  DELPAC 

The  report  was  filed  with  com- 
mendation to  Brett  Elliott,  MD, 
for  submitting  an  excellent  re- 
port. 

Legislative  Specialist 

Health  care  reform  is  certainly  one 
of  the  most  important  and  complex 
issues  facing  our  government  and 
our  society  with  far  reaching  eco- 
nomic and  social  implications  for 
the  future.  Health-care  benefits, 
cost,  quality,  and  availability  will 
be  major  issues  over  the  next  sev- 
eral years. 

The  Comprehensive  Health 
Care  Reform  Plan  as  outlined  by 
President  Clinton  on  September 
22  is  a starting  point  to  begin  this 
overhaul.  Portions  of  this  plan  will 
be  intensively  debated  in  Congress 
and  in  State  Houses  all  over  the 
country  for  months  to  come. 

Many  questions  have  surfaced: 

l.What  is  the  total  cost  of 
the  President’s  plan? 
Some  estimates  being  dis- 
cussed put  it  at  $700  bil- 


lion for  five  years. 

2.  Is  the  employer  going  to  be 
paying  the  brunt  of  the  cost 
for  medical  insurance? 

3.  If  so,  will  this  ultimately 
drive  small  businesses  to 
close  their  doors,  increas- 
ing unemployment,  which 
will  affect  our  economic 
structure? 

4.  What  will  this  cost  the  av- 
erage person,  and  will  there 
be  equality? 

After  saying  that,  there  are 
some  positive  reactions  from  the 
business  and  medical  communities 
in  Delaware  based  on  what  they 
know  about  the  plan.  First,  we  all 
support  a plan  that  has  basic  cover- 
age for  all  people.  Malpractice  and 
better  mental  health  coverage  have 
also  been  mentioned. 

The  group  that  could  be  hurt 
are  the  young  and  healthy.  They  are 
used  to  paying  very  little  for  care,  so 
they  are  facing  a big  change.  An- 
other concern  is  the  President’s  plan 
to  keep  Medicare  out  of  the  pack- 
age, which  sends  a message  that  not 
everyone  will  bear  a fair  share  of  the 
cost.  These  are  just  a few  of  the 
issues  we  are  going  to  have  to  face. 

How  will  the  President’s  plan 
affect  Delaware?  There  seems  to  be 
a consensus  that  extreme  changes 
will  not  be  necessary,  depending  on 
the  phasing  in  being  gradual.  Some 
say  this  plan  is  close  to  what  we 
have  been  doing  in  Delaware.  If  that 
is  the  case,  there  should  not  be  too 
many  major  changes  in  how  health 
care  is  delivered  in  the  First  State. 

Any  plan  for  Delaware  will  most 
likely  come  through  the  Health  Care 
Commission,  as  it  has  in  other  states 
that  have  begun  reform.  This  is  the 
same  commission  that  would  not 
take  a stand  on  any  of  the  legislation 
dealing  with  physical  therapists  and 
optometrists  in  the  last  session,  even 
though  both  proposed  major  changes 
in  delivery  of  services.  This  also  prob- 
ably could  be  detrimental  to  any 
plan  that  was  under  advisement. 
However,  this  leads  me  to  believe 
that  no  plan  was  being  developed; 
and  I doubt  there  is  one  at  this  time. 
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It  is  also  very  important  that 
the  Governor  and  his  administra- 
tion give  the  necessary  flexibility 
to  this  commission  so  that  deci- 
sions and  guidance  can  be  based  on 
need  first  and  not  political  expedi- 
ence. It  is  also  important  to  make 
sure  the  Joint  Finance  Committee 
of  the  General  Assembly  closely 
monitors  the  appropriations  of 
dollars  that  the  commission  has 
authorized  to  see  how  wisely  they 
are  spent.  In  the  meantime,  it  is 
important  that  the  Medical  Soci- 
ety, the  business  community,  and 
all  health-care  providers  commu- 
nicate and  work  together  in  help- 
ing to  develop  a major  portion  of  a 
plan  that  will  serve  all  Delawar- 
eans on  an  equal  basis. 
Health-Related  Legislation  - 137th 
General  Assembly 

I sort  of  looked  at  the  first 
session  of  the  General  Assembly, 
considering  their  mind-set,  as 
somewhat  of  an  accomplishment. 
There  is  a sense  throughout  the 
Assembly  that  the  Medical  Society 
will  be  a force  in  determining  all 
health-related  legislation  and  that 
we  are  willing  to  compromise  and 
sit  at  the  table  to  discuss  differ- 
ences. I think  it  is  important  to 
have  this  type  of  evolving  relation- 
ship. 

Senate  Bill  82,  a bill  intro- 
duced by  Senator  Blevins  that  per- 
mits physical  therapists  to  treat 
patients  without  physician  refer- 
ral, was  signed  into  law.  This  was 
first  introduced  in  1983  and  has 
been  before  the  General  Assembly 
since  that  time.  The  Medical  Soci- 
ety was  successful  in  amending 
the  original  bill  to  limit  the  time 
period  that  a physical  therapist 
can  treat  without  medical  referral 
to  30  days,  after  which  a physician 
must  be  consulted.  Another  suc- 
cessful amendment  offered  by  the 
Medical  Society  permits  physicians 
and  other  health  professionals  to 
perform  any  physical  or  therapeu- 
tic modalities  within  the  scope  of 
their  practice.  The  original  bill 
stated  that  physical  therapy  treat- 


ment of  any  individual  shall  be 
administered  only  by  a licensed 
physical  therapist. 

The  Governor  vetoed  House 
Bill  153,  introduced  by  Represen- 
tative David  Ennis,  which  related 
to  the  definition  of  optometry  and 
use  of  certain  drugs  for  treatment 
of  eye  disease.  The  bill  passed  both 
the  House  and  Senate,  but  the 
Governor  was  not  convinced  that 
all  optometrists  had  qualifications 
necessary  to  practice  in  an  ex- 
panded field.  A House  amendment 
was  attached  and  passed  that  re- 
quired any  disciplinary  action  be 
heard  by  the  Board  of  Medical  Prac- 
tice. Chances  are  we  will  have  a 
similar  bill  regarding  optometry 
before  the  General  Assembly  as 
soon  as  the  second  session  of  the 
137th  begins  in  January. 

House  Bill  274,  the  Nurse 
Practitioner  bill,  was  introduced 
in  mid-June.  This  bill  would  allow 
advanced  nurse  practitioners  to 
diagnose  and  prescribe  certain 
drugs.  Besides  the  health-care  re- 
form issue,  this  is  the  most  impor- 
tant issue  facing  the  Medical  Soci- 
ety in  the  upcoming  session.  At- 
tempts were  made  to  negotiate  a 
compromise  with  the  nurses,  but 
so  far  the  attempts  have  been  un- 
successful. A public  hearing  on  HB 
274  is  to  be  scheduled  for  some- 
time in  late  October  or  early  No- 
vember by  Representative 
Maroney.  We  are  working  out  strat- 
egies and  may  introduce  our  own 
version  in  January.  The  main  point 
we  are  stressing  is  “supervision.” 

We  were  successful  in  promot- 
ing passage  of  HB  278,  legislation 
introduced  by  Representative 
Maroney  permitting  the  Delaware 
Board  of  Medical  Practice  to  share 
information  with  other  state 
medical  bodies,  still  protecting 
confidential  information  from  be- 
coming public.  This  bill  was 
signed  by  the  Governor. 

The  Governor  also  signed  Sen- 
ate Bill  142,  which  adds 
mammographic  screening  as  a cov- 
ered insurance  benefit. 


Senator  Knox  introduced  legis- 
lation that  would  mandate  helmet 
and  eye  protection  for  all  motorcy- 
clists in  Delaware.  This  bill  was 
kept  in  committee  by  Senator 
Blevins.  This  type  of  legislation  faces 
a difficult  road  to  passage  consider- 
ing the  make-up  of  the  General  As- 
sembly. However,  I am  sure  this 
will  be  on  the  agenda  when  the 
second  session  begins. 

Legislation  that  passed  the 
House  but  did  not  get  the  opportu- 
nity to  be  heard  in  the  Senate  in- 
cludes two  smoking  bills:  HB  33, 
“The  Clean  Indoor  Air  Act,”  intro- 
duced by  Representative  Roy,  and 
HB  123,  the  so-called  “Smoker’s 
Rights”  bill,  introduced  by  Repre- 
sentative DiPinto.  As  I scud  in  the 
beginning,  it  is  difficult  to  under- 
stand the  basis  for  certain  legisla- 
tion being  passed  or  defeated  by  the 
General  Assembly.  In  my  tenure  in 
the  legislature,  I have  never  wit- 
nessed two  bills  relating  to  the  same 
issue,  both  being  debated  and  both 
passing  the  House.  The  Medical 
Society  is  supporting  HB  33,  the 
better  of  the  two  bills.  This  legisla- 
tion will  no  doubt  be  an  issue  in 
1994. 

There  were  numerous  bills  in- 
troduced, some  acted  on,  and  some 
still  in  various  committees  relating 
to  health-related  issues.  There  are 
just  too  many  to  expand  on  in  this 
summary,  but  a list  is  available  at 
the  Medical  Society.  All  of  these 
bills  have  been  scrutinized  and  de- 
bated by  the  Public  Laws  Commit- 
tee, which  meets  periodically  dur- 
ing the  legislative  session  to  reach 
consensus  on  opposing  or  support- 
ing each  individual  piece  of  legis- 
lation. 

Another  issue  I think  worth  dis- 
cussing is  the  manner  in  which  the 
Society  and  DELPAC  appropriate 
their  dollars  in  endorsing  certain 
candidates  and  incumbents.  After 
reviewing  the  list  and  amounts  ex- 
pended on  certain  members  of  the 
legislature,  it  is  evident  that  not  all 
of  them  have  been  sympathetic  to 
our  case.  I am  not  saying  that  they 
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should  be  with  us  on  all  issues,  but 
on  some  important  key  issues,  a 
number  of  their  votes  were  just  not 
there.  I have  discussed  setting  up 
committees  within  the  Society  and 
possibly  the  Alliance  to  interview 
all  state  candidates  and  incum- 
bents in  the  next  election  and  de- 
cide which  candidates  we  feel  bet- 
ter understand  our  cause.  In  this 
way,  we  will  be  using  our  dollars 
more  wisely. 

There  is  growing  evidence  in 
the  legislature  that  where  health- 
related  issues  are  concerned,  the 
Medical  Society  of  Delaware  is 
there  to  offer  our  expert  help  with 
information  and  understanding 
that  will  make  the  legislators’  fi- 
nal decisions  on  issues  be  decided 
on  fact. 


Philip  J.  Corrozi 
Legislative  Specialist 

The  report  was  filed  with  com- 
mendation to  the  Society’s  new 
legislative  Specialist  for  a job 
well  done. 

Medical  Society  of  Delaware 
Alliance 

The  Medical  Society  of  Delaware 
Alliance  held  its  first  Board  meet- 
ing on  July  15,  1993,  at  the  Way- 
side  Inn  in  Smyrna,  Delaware.  At 
this  meeting,  it  was  decided  that 
the  Alliance  would  have  to  dedi- 
cate most  of  its  efforts  this  year  to 
learning  and  actively  participat- 
ing in  the  national  issue  of  health 
reform.  With  this  in  mind,  the  first 
general  meeting  was  planned  for 
September  22,  1993,  at  the  Acad- 
emy of  Medicine. 

The  speakers  were  Ann  Smith, 
with  an  introduction  of  “The  Ob- 
jective of  Health  Reform,”  followed 
by  Kathy  Fogelgren,  coordinator  of 
the  VIP.  Representative  Jane 
Maroney,  having  justbeen  to  Wash- 
ington and  the  White  House,  had 
the  President’s  health  reform  docu- 
ments with  her,  and  she  shared 
with  us  some  of  that  information. 
Mr.  Mark  Meister  followed  with 


his  presentation,  “Medical  Society 
and  Hospital  Association,  Dela- 
ware Health  Care  Reform  Plan.”  It 
was  a very  informative  morning; 
we  hope  to  continue  with  these 
ongoing  discussions. 

On  the  county  level.  New 
Castle  County  is  planning  an 
evening  fashion  show  that  prom- 
ises to  be  very  successful,  with  all 
of  the  proceeds  going  to  Breast 
Cancer  Awareness  and  Education. 

November  20,  1993,  will  be 
our  second  general  meeting.  The 
program  will  include  a presenta- 
tion on  “Financial  Planning  after 
the  New  Tax  Reform.” 

On  May  20,  1993,  the  annual 
meeting  of  the  Medical  Society  of 
Delaware  Alliance  took  place  at 
Rehoboth  Country  Club.  The  re- 
ports from  all  the  counties  were 
presented.  The  following  is  a sum- 
mary of  the  allocation  of  funds: 
KENT  COUNTY 
$1,600.00  AMA-ERF 

Families  in  Transition 
Court  Appointed  Spe- 
cial Advocate  (CASA 
Program) 

University  of  Dela- 
ware, School  of  Nurs- 
ing 

University  of  Dela- 
ware, Medical  Technol- 
ogy Program 


350.00 

250.00 


250.00 


250.00 


SUSSEX  COUNTY 

$1,500.00  Family  Violence  Pro- 
grams 

500.00  Court  Appointed  Spe- 
cial Advocate  (CASA 
Program) 

2,000.00  Beebe  School  of  Nurs- 
ing and  Frances 
Bayliss  Jones  Fund 

100.00  Advertising,  CASA 
brochure 

200.00  Delawareans  United  to 
Prevent  Child  Abuse 

250.00  Sussex  Elementary 
Consortium  Special 
Olympics 


NEW  CASTLE  COUNTY 
$5,000.00  Academy  of  Medicine 
Consumer  Health  Li- 
brary 

3.000. 00  To  be  used  as  part  of  the 

93-94  Allocations  for  the 
Academy  of  Medicine 
Consumer  Health  Li- 
brary 

5.000. 00  University  of  Delaware, 

School  of  Nursing  En- 
dowment Fund 

1.250.00  AMA-ERF  for  DIMER 

1.000. 00  Delawareans  United  to 

Prevent  Child  Abuse 

2.050.00  MCD  Infant  Hearing 
Screening  Program 

350.00  CASA  Program  in  Dela- 
ware 

1.000. 00  American  Heart  Asso- 

ciation of  Delaware 

500.00  YWCA  Home-Life  Man- 
agement Center 

3.000. 00  Project  for  Domestic 

Violence  Reform 

1.000. 00  MSDA 

Amira  B.  Boulos,  President 
Medical  Society  of 
Delaware  Alliance 

The  report  was  filed  with  com- 
mendation for  the  Alliance’s  tire- 
less efforts  in  their  many  en- 
deavors. 

Medical  Society  of  Delaware 
Insurance  Services  (MSDIS) 

In  1993  MSDIS  celebrated  its  tenth 
anniversary.  As  was  true  in  1983, 
1993  represented  significant  initia- 
tives and  accomplishments.  Fore- 
most among  the  initiatives  was  the 
recognition  that  MSDIS  is  a stock 
corporation  and  by  virtue  of  that, 
every  member  of  the  Medical  Soci- 
ety of  Delaware  is  a stockholder. 
This  fact  was  converted  into  many 
educational  and  marketing  oppor- 
tunities throughout  the  year.  The 
educational  component  was  mani- 
fested in  articles  in  the  Journal , 
newsletters,  and  meetings  with 
Delaware  physicians. 

Emphasis  during  our  tenth  an- 
niversary year  was  placed  on  the 
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mission  that  MSDIS  began  with 
(and  continues):  to  provide  and 
assure  the  provision  of  quality  mal- 
practice insurance  coverage  at  rea- 
sonable cost  for  all  Delaware  phy- 
sicians. 

To  this  end,  the  following  in- 
novations and  events  were 
achieved  in  1993.  The  MSDIS 
Board  of  Directors  was,  for  the 
first  time,  elected  by  the  House  of 
Delegates.  Specific  efforts  to  im- 
prove market  share  were  under- 
taken. Arbitration  services  between 
insureds  and  their  companies  on 
numerous  administrative  matters 
were  undertaken.  Discussion  was 
held  with  three  additional  mal- 
practice insurance  companies  for 
MSDIS  to  become  their  broker.  A 
traditional  indemnity  health  in- 
surance plan  was  added  to  the 
other  lines  of  insurance  already 
carried.  All  Board  members  and 
officers  signed  conflict  of  interest 
statements  and  are  currently  work- 
ing on  a confidentiality  policy.  A 
sales/marketing  brochure  was  de- 
veloped. Coverage  was  obtained 
for  18  physicians  not  renewed  by 
their  previous  carrier.  A market- 
ing plan  for  insurance  services  to 
health  facilities  was  also  imple- 
mented. 

Most  importantly,  perhaps, 
was  a joint  resolution  between 
MSDIS  and  the  Society’s  Medical 
Liability  Insurance  Committee 
that  was  subsequently  passed  by 
the  Board  of  Trustees  to  organize 
their  duties  and  responsibilities  to 
be  supportive  and  complementary 
one  with  the  other.  Among  other 
things,  this  resolution  defines  over- 
sight responsibilities  of  MSDIS, 
designates  MSDIS  as  the  recog- 
nized and  endorsed  insurance  bro- 
ker for  the  Medical  Society  of 
Delaware,  recommends  appropri- 
ate working  committees,  and  de- 
fines responsibilities  for  risk  man- 
agement activities  and  arbitration 
hearings. 

The  1993  dividend  paid  to  the 
stockholder  of  record,  the  Medical 
Society  of  Delaware,  on  Septem- 


ber 30,  1993,  was  divided  between 
the  Medical  Society  and  its  two 
exempt  foundations,  Delaware 
Medical  Education  Foundation, 
Ltd.  and  the  Delaware  Foundation 
for  Medical  Services,  Ltd. 

For  1994,  a continuing  effort 
will  be  made  in  sales  and  market- 
ing and  to  become  the  broker  of 
record  of  all  Delaware  physicians. 
All  members  of  the  Society  are 
urged  to  participate  with  MSDIS 
in  their  insurance  programs. 

William  H.  Duncan,  MD 
President 

The  report  was  filed  with  com- 
mendation to  Dr.  Duncan  and 
the  Board  for  their  efforts  to 
increase  market  share  and  the 
recommendation  that  mem- 
bers consider  the  MSDIS  in- 
surance product. 

Physicians'  Emeritus 

We  meet  regularly  on  the  third 
Wednesday  of  October,  January, 
and  April  at  11  a.m.  There  is  a 
presentation  given  followed  by 
lunch  at  noon.  In  October,  Frances 
West,  Esq.,  spoke  on  consumerism 
and  medical  reform.  Last  April 
John  Levinson,  MD,  showed  slides 
of  his  trip  into  the  Arctic  region, 
and  in  January  Ernst  Dannemann 
spoke  on  delivery  of  health  care. 

The  meetings  are  attended  by 
a small  but  enthusiastic  group. 

Howard  D.  Cohen,  MD 
President 

The  report  was  filed. 

Delaware  Trustee,  West 
Virginia  Medical  Institute 

The  Professional  Review  Organi- 
zations have  staggered  three-year 
cycles,  and  this  year  marked  the 
start  of  our  PROs  new  three-year 
period.  These  new  contracts  are 
mandating  a fundamental  change 
from  how  the  PROs  have  func- 
tioned during  the  last  several  dec- 
ades. 


Historically,  the  emphasis  with 
respect  to  utilization  was  on  “un- 
needed hospital  days”  and  long 
lengths  of  stays.  With  the  advent  of 
DRGs,  utilization  changed  focus  and 
looked  for  hospitalizations  which 
were  not  long  enough  and  for  “pre- 
mature discharges.”  However,  in 
both  situations  the  providers  who 
were  perceived  as  not  properly  uti- 
lizing the  system  were  the  ones  scru- 
tinized. The  other  side  of  the  coin 
PROs  were  mandated  to  concen- 
trate on  was  “assuring  quality  to 
Medicare  beneficiaries.”  As  in  utili- 
zation, the  focus  was  on  a provider 
who  experienced  an  adverse  out- 
come. This  type  of  review  was 
personified  by  the  “Quality  In- 
tervention Program,”  where  physi- 
cians and  hospitals  were  assigned 
points  for  “confirmed  quality  prob- 
lems.” This  approach,  with  its  em- 
phasis on  the  rare  incident  where 
there  was  a patient-care  concern, 
was  not  productive.  A tremendous 
amount  of  energy  was  spent  on  the 
analysis  of  a particular  hospitaliza- 
tion where  there  was  an  adverse 
outcome  for  reasons  that  were  some- 
times unavoidable.  It  is  doubtful 
there  was  systematic  improvement 
in  patient  care  using  these  meth- 
ods. 

However,  the  PROs  are  chang- 
ing the  way  they  will  be  accomplish- 
ing their  oversight  function.  While 
gross  and  flagrant  incidents  of  qual- 
ity-of-care  problems  will  still  be 
investigated,  the  Quality  Interven- 
tion Plan  is  no  longer  and  the  total 
number  of  charts  reviewed  is  de- 
creasing. Patterns  and  outcomes  of 
care  for  a given  institution  or  region 
will  be  evaluated  and  compared  to 
benchmarks  and  preferred  practice 
patterns.  The  cooperative  cardio- 
vascular project  is  starting  on  a 
national  level.  Preoperative  and  an- 
tibiotic usage,  the  LOS  for  chole- 
cystectomy patients,  and  immuni- 
zations for  pneumococcal  pneumo- 
nia and  influenza  in  the  Medicare 
population  will  be  evaluated  by 
WVMI  in  Delaware  and  West  Vir- 
ginia. 
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Results  of  these  local  studies 
should  be  presented  in  a positive 
fashion.  The  patterns  of  care  at  the 
institutions  which  have  the  best 
results  will  be  emphasized,  and 
time  will  be  spent  on  studying  what 
works  wTell,  as  opposed  to  looking 
at  situations  where  results  are  less 
than  optimal.  In  the  preoperative 
antibiotic  study  that  WVMI  is  do- 
ing, the  three  hospitals  with  the 
lowest  infection  rate  are  being  com- 
pared to  all  other  institutions.  The 
focus  is  now  as  it  should  be:  on 
what  is  apparently  successful  as 
opposed  to  what  is  not. 

It  is  too  early  to  say  that  this 
will  be  a permanent  and  welcome 
change.  To  properly  evaluate  pat- 
terns of  care  and  do  outcome  stud- 
ies that  are  valid  requires  the 
digestion  and  correlation  of  a con- 
siderable volume  of  data.  This  is 
new  to  the  PROs;  in  the  PRO  com- 
munity however,  there  is  much 
enthusiasm  for  these  projects.  If 
they  are  successful,  it  will  be  a wel- 
come change  from  the  old  system. 

Brett  Elliott,  MD 
WVMI  Trustee 

The  report  was  filed  with  com- 
mendation to  Dr.  Elliott  for  a 
job  well  done. 

Reports  of  Advisory  Council 
Liaisons 

Physicians  serving  as  liaisons  be- 
tween the  Medical  Society  of  Dela- 
ware and  advisory  councils  were 
invited  to  submit  reports  for  the 
House  of  Delegates  handbook. 

Advisory  Council  for  Cancer 
Control,  Division  of  Public 
Health 

The  Advisory  Council  for  Cancer 
Control  of  the  Department  of 
Health  and  Social  Services  was 
appointed  in  1988  by  Secretary 
Thomas  P.  Eichler  to  assist  the 
Division  of  Public  Health  in  the 
preparation  of  Delaware’s  Cancer 
Control  Strategy  for  the  ’90s. 

The  council  was  made  up  of 
representatives  from  the  Division 


of  Public  Health,  the  Bureau  of 
Health  Planning,  the  Delaware 
Tumor  Registry,  the  American  Col- 
lege of  Surgeons,  the  University  of 
Delaware  College  ofNursing,  Dela- 
ware Hospice,  the  Medical  Society 
of  Delaware,  the  American  Cancer 
Society,  the  American  Lung  Asso- 
ciation, the  Division  of  Aging,  and 
other  provider  organizations. 

The  plan  was  based  on  a care- 
ful review  of  State  Tumor  Registry 
statistics  from  1980-1985  with  at- 
tention to  cancer  incidence,  stage 
of  disease  at  diagnosis,  morbidity, 
mortality,  and  survival  with  spe- 
cial attention  to  variation  based  on 
age,  sex,  and  race.  After  two  years 
of  council  review,  the  strategic  plan 
was  published  in  January  1990. 
Since  that  time,  the  council  has 
assumed  the  task  of  monitoring 
the  implementation  of  the  plan. 

During  the  past  year,  the  coun- 
cil has  met  quarterly  to  review  the 
various  statewide  cancer  control 
activities,  both  public  and  private, 
and  has  used  the  control  document 
as  the  reference  by  which  cancer 
programs  are  planned,  monitored, 
evaluated,  and  revised. 

This  year  a subcommittee  on 
cancer  of  the  breast  and  cervix  was 
established,  chaired  by  Maggie 
Thorpe,  to  focus  more  attention  on 
women’s  health  issues  and  to  make 
Delaware  more  competitive  in  get- 
ting federal  grants  for  cancer  con- 
trol efforts  in  these  areas.  This 
group  held  a mammography  con- 
ference in  August  involving  all  fa- 
cilities providing  mammography 
in  the  state  in  an  attempt  to  make 
mammography  more  available  to 
all  women  and  to  promote  breast 
self  examination.  The  council  has 
also  provided  oversight  and  guid- 
ance to  Mammography  of  Dela- 
ware and  reviewed  in  detail  the 
annual  report  published  in  August. 

The  council  also  received  and 
reviewed  reports  from  the  State 
Tumor  Registry  on  brain  tumor, 
colon  polyposis,  and  pediatric  can- 
cer survival.  Support  was  also 
given  to  programs  to  study  barri- 
ers to  early  diagnosis  and  treat- 


ment of  breast  cancer,  safety  in  the 
sun,  development  of  a tobacco  plan 
for  Delaware,  to  promote  prostate 
screening,  and  to  increase  breast 
cancer  awareness  in  October 
through  special  proclamations  and 
special  events. 

The  council  also  supported  and 
participated  in  the  development  of 
a Delaware  Consortium  on  Breast 
Cancer,  sponsored  and  supported 
by  the  Delaware  Division  of  the 
American  Cancer  Society.  This 
statewide,  loosely  structured,  open- 
minded,  diverse  group  is  interested 
in  a cooperative,  comprehensive,  col- 
laborative effort  to  impact  on  breast 
cancer  incidence,  mortality,  and 
morbidity  in  the  state  and  hopes  to 
secure  maximum  impact  by  making 
the  best  use  of  all  available  re- 
sources. 

The  council  will  continue  to  sup- 
port the  State  Cancer  Control  Policy 
and  comment  on  measurable  out- 
comes when  appropriate. 

Leslie  W.  Whitney,  MD 
Liaison 

The  report  was  filed. 

Advisory  Council,  Division  of 
Public  Health 

The  Advisory  Council  to  the  Divi- 
sion of  Public  Health  has  been  ex- 
tremely busy  this  year.  They  have 
met  frequently  as  a council  and  have 
had  additional  subcommittee  meet- 
ings to  work  on  a project  called 
“Healthy  Delaware  2000.”  This 
project  attempts  to  prioritize  health 
problems  in  our  state  with  special 
emphasis  on  efficacy  of  available 
treatment  and  presence  or  absence 
of  preventive  measures.  The  report 
is  to  be  completed  by  the  spring  of 
1994  and  will  include  specific  objec- 
tives which  we  intend  to  reach  by 
the  year  2000  in  each  area  of  con- 
cern and  specific  measures  that  we 
intend  to  take  to  accomplish  those 
objectives.  Similar  projects  are  be- 
ing carried  out  in  every  state  in  the 
Union.  The  advisory  council  has 
mobilized  an  enormous  cadre  of 
public  and  private  advisors  to  help 
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in  the  process  of  defining  specific 
risk  reduction  objectives  and  out- 
comes and  of  prioritizing  these  ac- 
tivities according  to  the  incidence 
of  the  problem,  the  severity  of  the 
problem,  and  the  practical  ability 
to  treat  or  prevent  it. 

The  council  recently  held  a 
day-long  retreat  with  30  or  more 
community  leaders  to  obtain  their 
input  on  the  work  in  progress. 
Those  community  leaders  included 
Dr.  Stephen  Permut,  president  of 
the  Medical  Society  of  Delaware, 
who  was  most  helpful. 

Diana  Dickson-Witmer,  MD,  FACS 

Liaison 

The  report  was  filed. 

AIDS  Advisory  Task  Force, 
Division  of  Public  Health 

Enclosed  is  a brief  report  on  the 
activities  of  the  AIDS  Advisory 
Task  Force  during  the  past  year. 

A comprehensive  Plan  for  HIV/ 
AIDS  Health  Care  is  in  the  process 
of  being  reviewed.  Some  of  the 
major  issues  covered  include:  criti- 
cal health-care  shortages,  motiva- 
tion of  health-care  providers  to 
work  with  HIV  patients,  continu- 
ing education,  barriers  to  health 
care  (insurance  deficits  and  lack  of 
access  to  dental  coverage),  and 
needs  of  special  populations  (pris- 
oners, women,  and  children). 

The  Health  Care  Committee 
endorsed  the  development  of  AIDS 
Centers  for  consultation.  Specific 
recommendations  included: 

1. The  recruitment  of  infec- 
tious disease  specialists 
for  Kent  and  Sussex  coun- 
ties. 

2.  Establishing  a network  of 
primary  care  physicians 
who  will  provide  care  for 
HIV  populations. 

3.  Improve  access  to  I.D.  con- 
sultation by  primary  care 
providers. 

4. Increase  the  number  of 
nurse  practitioners  with 
specialization  in  HIV  care. 


5.  Convene  a task  force  to 
determine  future  man- 
power needs  and  address 
such  issues  as  long-term 
care. 

Marshall  T.  Williams,  MD,  PhD 

Liaison 

Chronic  Renal  Disease 
Advisory  Committee, 

Division  of  Public  Health 

The  Chronic  Renal  Disease  Advi- 
sory Committee  held  four  meet- 
ings within  the  past  year.  The  most 
significant  changes  taking  place 
over  the  past  year  were  funding 
changes  and  administrative 
changes.  Because  of  budget  short- 
falls, the  legislature  appropriated 
additional  monies  for  the  Chronic 
Renal  Disease  Committee  that  al- 
lows us  to  continue  to  provide  ser- 
vices to  those  with  chronic  renal 
failure  during  the  fiscal  year  1993. 
During  the  past  year  the  Chronic 
Renal  Disease  Advisory  program 
has  been  transferred  within  the 
Department  of  Health  and  Social 
Services  from  the  Division  of  Pub- 
lic Health  to  the  Division  of  Social 
Services.  We  are  in  hopes  that  this 
change  will  allow  us  to  make  bet- 
ter use  of  our  funds  and  to  receive 
additional  funds  through  the  Med- 
icaid program  for  those  patients 
with  chronic  renal  failure.  As  of 
June  4,  1993,  we  were  serving  250 
active  patients  with  chronic  renal 
failure  throughout  the  state.  It  is 
the  committee’s  feeling  that  our 
shortfall  for  the  coming  year  may 
be  well  over  $100,000  in  serving 
these  patients. 

The  members  of  this  commit- 
tee remain  as  very  hard  working 
volunteers  overseeing  the  expen- 
diture of  state  funds  for  those  pa- 
tients with  chronic  renal  failure, 
chiefly  for  medications  and  trans- 
portation. 

Joseph  A Kuhn,  MD 
Liaison 

The  report  was  filed. 


Controlled  Substances  Advisory 
Committee 

At  the  final  meeting  of  1992,  Chief 
Agent  Paul  Davis  reported  31  in- 
vestigations, 19  of  which  were 
forgeries  of  prescriptions.  This 
is  significant  in  that  the  N ational 
Association  of  State  Controlled  Sub- 
stances Authorities  (NASCSA)  at 
its  eighth  annual  conference  re- 
vealed that  in  the  East  six  to  eight 
states  have  formed  a forgery  ring  of 
some  40  members. 

This  same  NASCSA  predicted: 

1.  A regulation  against  indis- 
creet use  of  DEA  numbers. 

2.  Making  Schedule  III  “more 
meaningful”  while  moving 
some  Schedule  IVs  to  III. 

3.  A new  DEA  registration 
category  (to  meet  EPA  re- 
quirements) called  “dis- 
poser of  controlled  drugs”  - 
-hence  EPA  disposal  of  haz- 
ardous substances. 

4.  DEA  will  register  nurse 
practitioners,  physician  as- 
sistants, and  other  health- 
care professionals  granted 
controlled  drug  prescribing 
authority  by  the  states.  The 
number  will  start  with  an 
“M,”  meaning  mid-level 
practitioner. 

5.  An  increase  in  registration 
fees.  Diversion  activities 
must  become  self-support- 
ing at  the  federal  level. 

Throughout  the  past  12  months, 
the  committee’s  emphasis  on  the 
need  for  better  control  in  the  use  of 
our  DEA  members  has  not  met  any 
negative  comment.  The  insurance 
commissioner,  Donna  Lee  H.  Wil- 
liams, was  willing  to  send  letters  to 
insurers  writing  health  coverage  in 
our  state. 

Increases  in  use  of  metham- 
phetamine  and  marijuana  were 
noted  as  early  as  January  this  year. 
A glossary  of  street  drugs  is  in  the 
Medical  Society  office.  It  needs  to  be 
noted  that  the  names  of  street  drugs 
change  regularly  and  are  inter- 
changeable. The  following  statistics 
from  the  medical  examiners’s  office 
are  worth  knowing: 
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Marijuana 

1989 

17% 

1990 

12% 

1991 

8% 

1992 

6% 

Crack/Cocaine 

56% 

56% 

66% 

82% 

Heroin  Cases 

314 

429 

610 

900 

The  issue  of  use  of  DEA  num- 
bers is  not  resolved  even  after  con- 
sideration at  the  July  meeting  of 
the  National  Association  of  Boards 
of  Pharmacy. 

Although  it  was  discussed  at 
the  same  meeting,  the  waiver  re- 
quest issue  was  given  only  prom- 
ises to  create  new  provisions  at  the 
National  Association  of  Boards  of 
Pharmacy. 

The  latest  issue  that  needs  the 
opposition  of  our  Board  of  Trust- 
ees is  the  DEA’s  request  to  permit 
facsimile  reproduction  of  prescrip- 
tions as  a legal  document. 

Rhoslyn  J.  Bishoff,  MD 
Liaison 

The  report  was  filed  with  the 
recommendation  to  oppose  the 
use  of  faxed  prescriptions  as  a 
legal  document  and  to  refer  to 
the  Board  of  Trustees  the  sub- 
ject of  the  use  of  fax  machines 
in  transmitting  confidential  re- 
ports in  general  and  for  pre- 
scriptions specifically. 

Coordinating  Council  for 
Children  with  Disabilities 

Activities  of  the  Coordinating 
Council  for  Children  With  Disabili- 
ties, Inc.,  for  1992-93  included: 

Integrated  Service  Infor- 
mation System  for  Delaware 
(ISIS)  - ISIS  completed  its  first 
year  of  implementation,  and  1,012 
children  are  being  tracked  state- 
wide to  date.  Unique  to  Delaware, 
ISIS  is  an  integrated  computer- 
ized system  for  tracking  children 
birth  to  age  eight  with/at  risk  of 
disability.  The  system  was  devel- 
oped through  a grant  from  The 
Robert  Wood  Johnson  Foundation. 
The  Longwood  Foundation  has  also 
funded  the  implementation  phase 
for  1992-93. 


ISIS  is  integrated 
with  the  following: 
Medicaid  eligibility; 
all  Public  Health  in- 
formation, including 
immunization  infor- 
mation; neonatal  intensive  care 
units  throughout  the  state;  Divi- 
sion of  Mental  Retardation’s  early 
intervention  programs  statewide; 
Child  Development  Watch  agen- 
cies; community  agencies;  and 
some  private  practitioners. 

For  the  coming  year,  ISIS  will 
integrate  with  additional  commu- 
nity agencies  and  private  practi- 
tioners, Public  Health  field  nurses, 
school-based  preschool  programs, 
and  hospital  pediatric  depart- 
ments. 

Training  Accomplish- 
ments - Three  pediatric  grand 
rounds  at  the  Medical  Center  of 
Delaware  relating  to  community 
resources  for  children  and  adoles- 
cents, early  intervention  pro- 
grams, and  an  update  on 
Medicaid’s  disabled  children  pro- 
gram. 

Statewide  conference  at- 
tended by  over  250  service  provid- 
ers and  consumers  entitled  “Let’s 
be  Practical:  Supporting  Real  Com- 
munity Partnerships.” 

Delaware  Advocacy  Coali- 
tion for  People  with  Disabili- 
ties - Continued  to  facilitate  this 
group  which  advocates  appropri- 
ate legislation  and  policies  affect- 
ing many  disability  groups.  De- 
veloped a legislative  agenda  and 
sponsored  a forum  in  May  which 
attracted  100  individuals  and  leg- 
islators. This  year’s  focus  was 
transportation,  early  intervention, 
and  increased  community  hous- 
ing. 

Part  H Birth  to  Three  Pro- 
gram of  the  Individuals  with 
Disabilities  Education  Act 
(IDEA)  - Actively  involved  in  plan- 
ning this  federal  grant  and  advo- 
cating for  a comprehensive  inter- 
vention system  for  children  from 
birth  to  three.  This  is  being  initi- 
ated on  October  1,  1993,  and  in- 


cludes $1.1  million  to  support  this 
new  effort. 

Interagency  Council  for 
Children  and  Families  - Active 
participation  in  this  group,  whose 
goal  is  to  coordinate  systems  for 
those  children  in  school  who  need 
additional  services  from  other  agen- 
cies. 

The  Council  has  been  co-chair 
of  the  Confidentiality  Committee 
this  year  and  spearheaded  an  inter- 
agency agreement  which  puts  in 
place  uniform  consent  procedures 
to  allow  for  sharing  of  client  infor- 
mation across  state  agencies. 

Jaime  H.  Rivera,  MD 
Liaison 

The  report  was  filed. 

Delaware  Emergency  Service 
Advisory  Council 

During  FY-93,  the  Delaware  Emer- 
gency Medical  Services  Advisory 
Council  (DEMSAC)  continued  its 
tradition  of  meeting  quarterly  to 
review,  discuss,  and  propose  solu- 
tions for  problems  emanating  from 
the  various  agencies  and  institu- 
tions that  are  involved  in  EMS 
activities  throughout  the  state. 
Formal  meetings  were  held  on  Sep- 
tember 30,  1992,  January  20,  1993, 
and  June  16, 1993.  All  of  these  meet- 
ings were  held  in  Dover,  and  they 
were  well  attended  with  participants 
from  all  three  counties.  Attendance 
at  these  meetings  ranged  from  17  to 
33  participants  who  represented  24 
different  public  agencies  and  pri- 
vate institutions  involved  in  some 
phase  of  EMS  activities.  In  addi- 
tion, there  were  numerous  special 
subcommittee  meetings  held  to  ad- 
dress specific  problems  identified 
by  DEMSAC  members. 

Although  providing  input  into 
the  growth  and  development  of  an 
effective  statewide  paramedic  sys- 
tem has  been  one  ofDEMSAC’s  main 
preoccupations,  there  have  been  nu- 
merous other  EMS  activities  that 
have  been  coordinated  through  the 
council  and  a number  of  challenges 
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and  problems  that  have  been  ad- 
dressed at  the  council  meetings. 
Some  of  the  more  pressing  issues 
that  have  been  discussed  and  are 
still  being  reviewed  by  the  council 
include  the  following: 

Disaster  Resource  Committee 

- Analyzes  the  efficacy  and  re- 
sources and  coordinates  disaster 
drill  activities,  both  county  and 
statewide. 

Quality  Assurance  Committee 

- After  two  years  of  intense  efforts, 
representatives  of  the  basic  life 
support  and  advanced  life  support 
communities  have  developed  a 
single  ambulance  report  that  has 
been  endorsed  by  the  State  Fire 
Prevention  Commission. 
Communications  Committee  - 
Coordinates  the  growth  and  devel- 
opment of  our  intra-state  EMS  tele- 
communications system. 
Statewide  Priority  Medical  Dis- 
patch - DEMSAC  strongly  en- 
dorsed the  establishment  and  fund- 
ing of  this  training  system  for  EMS 
dispatchers. 

Automatic  External  Defibril- 
lator - DEMSAC  adopted  Dela- 
ware Heart  Association’s  recom- 
mendation to  proceed  with  the 
statewide  implementation  of  this 
life-saving  system. 

Air  Medical  ALS  Regulations  - 
DEMSAC  has  been  monitoring 
closely  the  negotiations  among  the 
office  of  Paramedic  Administra- 
tion, the  Attorney  General’s  office, 
the  Delaware  State  Police  Avia- 
tion Section,  and  private  institu- 
tions. 

Emergency  Treatment  Centers 

- DEMSAC  is  concerned  about  the 
unregulated  activities  by  these  cen- 
ters and  seeks  a way  to  ensure 
quality  care  for  its  patients. 

Do  Not  Resuscitate  (DNR)  Sub- 
committee - This  subcommittee 
is  developing  a protocol  which,  if 
enacted,  will  enable  first  respond- 
ers to  identify  and  respect  the 
wishes  of  those  who  do  not  wish  to 
be  resuscitated. 

CPR  for  Relatives  of  High-Risk 
Patients  - DEMSAC,  through  its 


State  Hospital  Association  repre- 
sentative, encourages  all  hospitals 
to  develop  a protocol  which  ac- 
tively identifies  and  offers  CPR 
instructions  to  the  relatives  of  high- 
risk  patients. 

Members  of  DEMSAC  partici- 
pated in  the  survey  and  review  of 
our  state’s  Emergency  Medical  Ser- 
vices System  conducted  by  the  Na- 
tional Highway  Traffic  Safety 
Administration’s  technical  assis- 
tant team  June  15-17,  1993.  The 
report  and  recommendations  by 
this  site  survey  team  became  avail- 
able earlier  this  summer,  and  a 
copy  has  been  distributed  to  all 
DEMSAC  members  to  be  reviewed 
and  discussed  at  our  next  DEMSAC 
meeting  later  this  month.  I concur 
with  this  technical  assistant  team’s 
recommendation  that  the  Division 
of  Public  Health  should  “establish 
an  EMS  plan  with  identification 
for  a clear  Lead  Agency  within  the 
Division  of  Public  Health,  for  the 
State.”  The  law  that  established 
DEMSAC  clearly  states,  “The 
Council  shall  be  responsible  for 
the  establishment  of  a comprehen- 
sive program  to  most  effectively 
utilize  the  Emergency  Medical  Ser- 
vice organizations  of  this  State.” 

Ben  C.  Corballis,  MD 
Liaison 

The  report  was  filed  with  the 
recommendation  that  proce- 
dural standards  of  paramedic 
operations  and  quality  assur- 
ance, especially  in  the  area  of 
airway  management  protocol, 
be  referred  to  the  Board  of 
Trustees  for  further  study. 

Diabetes  Advisory  Council, 
Division  of  Public  Health 

In  response  to  Delaware’s  serious 
diabetes  problem,  the  secretary  of 
Delaware’s  Health  and  Social  Ser- 
vices Department  created  an  advi- 
sory council  in  March  of  1990.  The 
council  consists  of  a diverse  group 
of  health-care  providers  and  com- 
munity professionals  interested  in 


diabetes  control  and  its  related  is- 
sues. The  council’s  mission  was  to 
develop  a long-term  plan  for  diabe- 
tes control  and  to  advise  the  Divi- 
sion of  Public  Health  on  strategies 
for  better  diabetes  management  in 
the  state  (available  upon  request 
from  Lori  Christiansen,  Chronic  Dis- 
eases, 302-739-6621.) 

A Diabetes  Resource  Guide  was 
developed  to  assist  the  person  with 
diabetes  to  find  out  what  resources 
are  available  throughout  the  state 
of  Delaware  regarding  diabetes.  It 
provides  basic  diabetes  information, 
such  as  what  diabetes  is  and  what 
the  complications  associated  with 
uncontrolled  diabetes  are.  It  con- 
tains a flow  sheet  so  that  compli- 
cations can  be  detected  early  and 
treatment  started  to  try  to  delay 
end  stages  of  diabetes  complications 
through  better  understanding  and 
management.  The  guide  lists  the 
Certified  Diabetes  Educators  in  the 
state.  This  group  of  health-care  pro- 
fessionals assists  patients  with  edu- 
cation and  management  skills  such 
as  meal  planning,  blood  glucose 
monitoring,  insulin  self-administra- 
tion, and/or  by  directing  them  to 
services  which  will  assist  them  in 
keeping  their  diabetes  under  better 
control.  The  guide  is  in  the  process 
of  being  printed  and  will  be  avail- 
able by  November  1993,  Diabetes 
Education  Month  . 

A flow  sheet  was  adopted  from 
the  Center  for  Disease  Control 
(CDC)  recommendations  on  diabe- 
tes at  the  primary  care  level.  This 
flow  sheet  was  sent  to  every  pri- 
mary care  physician  (PCP)  in  the 
state  by  the  Public  Health  Depart- 
ment. Each  physician  was  encour- 
aged to  copy  it  and  incorporate  it 
into  every  diabetes  patient’s  care 
plan.  A publication  of  the  CDC,  “The 
Prevention  and  Treatment  of  Com- 
plications of  Diabetes:  A Guide  for 
Primary  Care  Physicians,”  is  avail- 
able upon  request,  and  to  date  over 
75  copies  have  been  supplied  to  the 
PCPs  to  further  support  them  in 
their  continued  efforts  to  manage 
the  individual  with  diabetes. 
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The  Diabetes  and  Pregnancy 
Program,  administered  through 
Public  Health,  is  for  medically 
needy  women  with  either  Type  I 
diabetes  at  the  time  of  pregnancy, 
or  for  the  individual  who  develops 
gestational  diabetes.  Glucose  moni- 
tors, lancets,  and  monitoring  sup- 
plies are  available  through  the  Pub- 
lic Health  clinics  and  the  Diabetes 
and  Metabolic  Diseases  Center  in 
Wilmington.  The  clinics  work 
closely  with  the  obstetrician  to 
support  the  woman’s  diabetes 
needs  during  her  high-risk  preg- 
nancy. 

The  Advisory  Council  is  at- 
tempting to  offer  continuing  medi- 
cal education  (CME)  credits  to  the 
PCP  in  the  area  of  ophthalmology 
and  podiatry  through  lectures  and 
video  media  and  would  also  in- 
clude a post-test  for  evaluation  pur- 
poses. These  two  complications, 
diabetic  retinopathy  and  lower 
extremity  amputations,  have  been 
identified  by  the  council  as  very 
costly,  both  financially  and  emo- 
tionally. It  is  now  well  documented 
that  eye  and  foot  complications 
can  be  much  less  severe  if  followed 
more  vigorously  at  the  onset  of 
diabetes  (Diabetes  Control  and 
Complications  Trial,  June  1993). 
Plans  to  offer  these  programs 
throughout  the  state  are  still  be- 
ing worked  out. 

With  the  establishment  of  sub- 
committees, an  expanded  agenda 
can  be  initiated  in  the  year  to  come: 

1.  Develop  legislation  that  requires 
insurance  companies  to  support 
the  preventive  side  of  diabetes 
management  and  offer  more  of 
these  benefits  in  all  their  pack- 
ages. (New  York  Senate  Bill  1014- 
C) 

2. Develop  a cost-effective  and  en- 
vironmentally safe  syringe  lancet 
and  strips  disposal  process  that 
would  be  supported  by  the  Envi- 
ronmental Protection  Agency 
(EPA)  and  approved  by  the  Dela- 
ware State  Legislature. 

3. Develop  a diabetes  registry  to 
track  the  demographic  data  of  in- 


dividuals with  diabetes  in  the  state 
of  Delaware,  to  be  used  for  ex- 
panded and  more  efficient  pro- 
grams. 

4.Update  the  Advisory  Report  pub- 
lished in  1991  to  revise  the  goals 
and  objectives  of  the  council  to 
keep  it  vital  as  an  interactive 
agency  between  the  public  and  pri- 
vate communities  in  their  efforts 
to  reduce  the  morbidity  and  mor- 
tality of  persons  with  diabetes  in 
the  state  of  Delaware. 

The  following  subcommittees 
have  been  appointed: 

Statistical  Data:  Joanne  Mcllvain, 
Robert  Frelick,  Linda  Thoma, 
Stephen  DeChemey,  Raelene  Ma- 
ser. This  committee  will  be  con- 
centrating on  the  establishment  of 
the  Diabetes  Registry. 

Legislative  Issues:  Linda  Thoma, 
Joanne  Turner,  Vince  Whaley, 
Stephen  DeCherney,  Charles 
Laudadio.  This  committee  will  con- 
tinue to  educate  legislators  on  the 
concerns  of  diabetes  and  the  state. 
They  will  also  begin  to  address  the 
insurance  and  preventive  care  ben- 
efits legislation  the  council  intends 
to  support. 

Medical  Standards:  John  Stump, 
Ronald  Kahn,  Charles  Laudadio, 
Joanne  Turner,  Robert  Frelick, 
Raelene  Maser,  Bernadine  Patten. 
This  committee  will  finalize  the 
continuing  medical  education 
programs  for  lower  extremity 
amputations  and  ophthalmology 
interventions.  It  will  also  begin 
to  address  the  problem  of  sy- 
ringe disposal. 

Insurance  and  Access  to  Care:  Max 
Kenyon,  Ronald  Kahn,  Joanne 
Turner.  This  committee  will  work 
with  the  Legislative  Issues  Com- 
mittee in  writing  and  lobbying  for 
the  preventive  care  benefits  for 
persons  with  diabetes. 

Charles  Laudadio,  MD 
Liaison 

The  report  was  filed. 


Domestic  Violence 
Coordinating  Council 

The  Domestic  Violence  Coordinat- 
ing Council  (DVCC)  reveals  its  pur- 
pose by  its  name.  The  council  was 
created  by  passage  of  State  Senate 
Bill  156  in  its  amended  form,  which 
was  signed  into  law  on  July  7,  1993, 
by  Governor  Carper. 

The  chairman  is  the  Honorable 
Vincent  J.  Poppiti,  Chief  Judge  of 
Family  Court,  who  convened  our 
first  meeting  on  September  15, 1993. 

The  reason  for  reporting  this 
meeting  is  twofold.  First,  and  of 
utmost  importance,  is  to  bring  be- 
fore all  Delaware  physicians  the 
need  to  be  aware  that  domestic  vio- 
lence is  a severe  problem  and  that  a 
council  exists  to  which  such  vio- 
lence can  be  reported.  (No  regu- 
lation requiring  the  reporting  of 
domestic  violence  as  yet  exists,  but 
efforts  are  underway  to  develop  such 
a regulation.)  Secondly,  I wish  to 
explain  that  I am  a member  of  the 
Domestic  Violence  Coordinating 
Council  as  a representative  from 
the  Family  Law  Commission,  to 
which  I was  earlier  appointed. 

The  council  will  function  using 
the  research  and  advice  of  its  sub- 
committees and  interested  citizens. 

Rhoslyn  J.  Bishoflf,  MD 
Liaison 

The  report  was  filed. 

Drug-Free  Schools  and 
Communities  Advisory 
Committee 

Through  the  efforts  of  Tom  Butler, 
PhD,  Associate  Professor  in  Health 
Education  at  Delaware  State  Uni- 
versity, and  the  very  great  interest 
of  the  teachers  of  our  state,  the 
BEST  Program  (Bringing  Every- 
body’s Strength  Together),  targeted 
for  100  teachers,  has  trained  200 
teachers.  The  BEST  Program  is  di- 
vided into  grades  2-4,  Just  for  Me. 
grades  5-6,  Your  Choice.  Our 
Chance,  and  grades  7-8,  Mv  Best. 
The  teachers  so  trained  received 
free  materials.  All  this  is  through 
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the  Hilton  Foundation.  The  BEST 
Program  made  inroads  on  seven  of 
the  1 1 goals  set  by  the  Drug-Free 
Schools  and  Communities  Advi- 
sory Committee  (DFSCA). 

The  DFSCA  has  made  efforts 
to  make  arrangements  to  meet  with 
Governor  Carper,  but  this  has  not 
been  accomplished.  The  PADS  sur- 
vey, though  complete  and  informa- 
tive, was  criticized  by  persons  who 
had  four  years  to  approach  the 
committee  with  complaints  and 
never  did,  although  they  were  in- 
vited to  all  meetings.  Such  reac- 
tions make  a meeting  with  the 
Governor  essential. 

The  other  four  goals  were  met 
throughout  the  past  year. 

On  April  29, 1993,DFSCAheld 
its  annual  conference  at  the 
Sheraton  Hotel  in  Dover.  Was  it  a 
success?  It  certainly  was!  The  wit- 
ness to  this  fact  is  in  the  following 
ideas  proposed  by  35  respondents 
(teachers,  students  and  commit- 
tee members)  in  the  DFSCA  Con- 
ference Summary  that  is  attached 
[this  document  is  on  file  in  the 
office  of  the  Society]. 

Rhoslyn  J.  Bishoff,  MD 
Liaison 

The  report  was  filed. 

FAMILY  LAW  COMMISSION 

After  seven  meetings  between  No- 
vember 19,  1992,  and  June  16, 
1993,  the  Family  Law  Commission 
has  made  the  first  turn  in  its  phi- 
losophy. To  date,  the  commission 
has  functioned  as  a “sounding 
board”  while  its  members  have 
acted  as  “hearing  officers.”  The 
change  is  not  to  ignore  earlier  func- 
tions, but  to  move  ahead  with  policy 
while  being  the  “funnel  and  filter” 
between  the  public  and  the  Family 
Court.  Such  filtering  has  brought 
out: 

1. The  need  to  have  more 
public  hearings. 

2.  Immediate  counseling  for 
divorcing  persons  with 
children. 


3.  Financial  aid  for  college- 
age  students  from  broken 
homes. 

4.  Phone  access  to  the  court. 

5.  Juvenile  delinquency. 

6.  Family  violence. 

7.  Accurate  records  in  the 
Division  of  Child  Support. 

8.  Schools  informed  of  joint 
legal  custody. 

9.  Tax  benefit  for  those  pay- 
ing support. 

10. False  testimony. 

Noteworthy  is  the  departure 

of  the  commission  member  whose 
letter  to  the  General  Assembly  was 
responsible  in  1984  for  the  cre- 
ation of  the  Family  Law  Commis- 
sion. Mrs.  Mary  Moore  Williams 
has  been  diligent  as  a member  of 
the  commission  and  will  leave  a 
void  that  cannot  be  filled. 

The  commission  met  with  the 
judges  for  the  first  time,  and  the 
feeling  of  understanding  was  es- 
tablished. 

Barbara  Paulin  reported  on 
initiatives  on  child  support.  One- 
third  of  all  Delaware  child  support 
cases  are  interstate.  Federal  in- 
centives are  received  in  Delaware 
based  on  dollars  received  from  col- 
lection of  child  support  orders. 
Discussed  at  length  was  a need  to 
provide  information  to  people  com- 
ing to  the  court  for  the  first  time 
and  perhaps  any  time.  This  has  led 
to  the  proposition  to  create  a slide 
or  video  show  for  all  concerned. 

The  commission  met 
throughout  the  past  year  under 
the  guidance  of  the  chairper- 
son, Representative  Jane 
Maroney,  on  November  19, 1992, 
January  21,  February  17,  March 
18,  April  14,  May  13,  and  June  16, 
1993.  Members  of  the  commission 
are:  Senators  James  T.  Vaughn 
and  Myma  Bair;  Representative 
John  Schroeder;  Judge  Jay  James; 
Robert  Bryan;  Harry  Gordon,  Jr.; 
May  Pisapia;  Jordan  Storlazzi,  MD; 
Harriet  Ainbinder,  Ph.D.;  Ellen 
Meyer,  Esq.;  James  Morning; 
Michael  Newell,  Esq.;  Leta  Coo- 
per; Rhoslyn  J.  Bishoff,  MD;  and 


Katherine  M.  Jester,  executive  di- 
rector. 

Rhoslyn  J.  Bishoff,  MD 
Liaison 

The  report  was  filed. 

The  Governor's  Advisory 
Council  on  Long-Term 
Care  Facilities 

The  Governor’s  Advisory  Council  on 
Long-Term  Care  Facilities  is  a citi- 
zens’ advisory  group  appointed  by 
the  Governor  to  give  policy  advice  to 
the  director  of  the  Division  of  Public 
Health  on  the  operation  of  the 
division’s  three  long-term  care  fa- 
cilities, Emily  P.  Bissell  Hospital, 
Delaware  Hospital  for  the  Chroni- 
cally 111,  and  Governor  Bacon  Health 
Center. 

Council  Active  in  Division 
of  Public  Health  - The  Governor’s 
Council  is  a very  active  advisory 
committee  with  regularly  scheduled 
meetings  and  subcommittees.  It  has 
been  the  backbone  of  the  division’s 
Human  Rights  Committee,  a group 
established  to  assure  our  patients 
receive  the  quality  care  we  expect  in 
state  operated  institutions.  The  ad- 
visory council  has  also  been  involved 
in  reviewing  and  commenting  on 
the  division’s  operational  policies 
for  the  three  institutions. 

Council’s  Observations  Over 
the  Last  Year  - Over  the  last  year 
we  have  continued  to  see  positive 
change  in  the  institutions  as  they 
coordinate  services  and  function  as 
a single  organization.  Strong  coor- 
dinated management  has  resulted 
in  our  ability  to  offer  comment  on 
single  policies  that  apply  to  all  three 
facilities,  improved  services  (like 
the  wandering  unit  that  opened  at 
DHCI  last  year  and  the  skilled  care 
beds  that  are  coming  on  line  this 
year),  as  well  as  promote  planning 
in  an  organized  way  for  the  future. 

The  council  would  like  to  report 
that  it  is  pleased  with  the  excellent 
quality  of  care  observed  in  the  insti- 
tutions. As  an  example,  the  council 
noted  recently  that  a survey  of  ser- 
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vices  at  Emily  P.  Bissell  Hospital 
by  the  Health  Facility  Licensing 
and  Certification  office  did  not  find 
a single  deficiency  at  the  facility. 
This  is  a remarkable  accomplish- 
ment for  any  nursing  home. 

Council  Planning  for  the 
Future  - Last  year,  our  council 
chairman,  Dr.  John  Adams,  testi- 
fied before  this  body  that  the  coun- 
cil had  been  active  in  sponsoring  a 
planning  effort  looking  at  the  type 
of  clients  the  institutions  should 
plan  on  serving  in  the  future.  We 
were  pleased  that  the  Joint  Fi- 
nance Committee  recognized  the 
need  to  plan  for  the  future  and 
asked  the  Department  of  Health 
and  Social  Services  to  study  our 
report  in  more  detail. 

Our  citizen’s  advisory  council 
was  able  to  participate  with  other 
representatives  of  the  community 
(like  representatives  from  the  pri- 
vate nursing  home  industry)  in  a 
steering  committee  that  helped  to 
advise  the  consultant,  KPMG  Peat 
Marwick.  We  b eh  eve  that  this  new 
study  sponsored  by  the  Depart- 
ment of  Health  and  Social  Services 
wih  concur  with  the  strategic  di- 
rections outlined  in  our  report  of 
last  year. 

We  recognize  the  need  for  cau- 
tion as  we  move  ahead  but  believe 
that  the  difficult  issues  emerging 
from  these  studies  and  our  discus- 
sions will  eventually  need  to  be 
faced  by  the  legislature.  These  in- 
clude the  aging  infrastructure  of 
the  facilities;  the  advantages  in 
cost  and  service  to  smaller,  spe- 
cialized, and  perhaps  centrally  lo- 
cated facility-based  services;  the 
potential  advantages  of  quasi-gov- 
ernment operated  facilities;  the 
need  to  focus  on  patients  least  likely 
to  be  served  in  the  private  sector; 
and  lastly,  the  importance  of  coor- 
dinating any  major  changes  in  fa- 
cility operations  with  the  Medic- 
aid system  and  community  ser- 
vices. 

These  are  areas  that  need 
further  discussion  and  require 
cautious  and  deliberate  thought. 


Certainly  we  must  put  patients, 
their  families,  and  our  employees 
at  the  forefront  of  serious  discus- 
sions. The  Governor’s  Advisory 
Council  on  Long  Term  Care  will 
continue  to  work  with  the  Depart- 
ment of  Health  and  Social  Services 
in  exploring  these  issues. 

Stephanie  Malleus,  MD 
Liaison 

The  report  was  filed. 

Go  venor’s  Council  on  the  Blind, 
Division  for  the  Visually 
Impaired 

The  Governor’s  Council  on  the 
Blind  works  hand  in  hand  with  the 
Delaware  Division  for  the  Visually 
Impaired  to  promote  the  indepen- 
dence and  self-sufficiency  of  the 
visually  impaired  citizens  of  the 
State  of  Delaware  through  educa- 
tion, vocational  rehabilitation,  mo- 
bility training,  and  many  other 
programs.  The  council  assists  the 
Division  in  procuring  the  state  leg- 
islation and  state  and  federal  funds 
necessary  to  fulfill  this  mission. 
The  most  notable  issues  dealt 
with  in  the  past  year  have  been 
expansion  of  the  activities  of  the 
Sheltered  Workshop  and  of  the 
Business  Enterprise  Program  and 
making  adjustments  with  the  Di- 
vision to  meet  new  federal  voca- 
tional rehabilitation  guidelines. 
The  council  has  also  presented  in- 
formation to  the  state  commission 
investigating  the  reorganization  of 
the  state  government.  The  council 
meetings  are  open  to  the  public, 
and  any  person  interested  in  fur- 
ther information  can  contact  me. 

Michael  B.  Vincent,  MD 
Liaison 

The  report  was  filed. 

Governor's  Council  on  Lifestyle 
and  Fitness 

In  1990,  Governor  Michael  N. 
Castle  established  the  Governor’s 
Council  on  Lifestyle  and  Fitness  in 


an  effort  to  bring  together  Delawar- 
eans from  many  sectors  of  society 
with  a common  interest  in  advanc- 
ing the  cause  of  encouraging  healthy 
lifestyles.  While  many  health  aware- 
ness programs  have  been  sponsored 
by  the  council  during  its  short-term 
existence,  the  council  has  been 
rather  dormant  during  this  first  year 
of  the  Carper  administration.  At  its 
last  meeting,  held  in  November  of 
1992,  the  council  decided  to  recom- 
mend that  Governor  Carper  reduce 
the  size  of  the  council  from  its  cur- 
rent number  of  130  to  something  a 
bit  more  manageable.  Carper  has 
not  acted  on  the  council’s  sugges- 
tion and  has  failed  to  give  the  coun- 
cil a direction  this  year.  Should  the 
council  be  reactivated  by  the  gover- 
nor, and  assuming  I am  reappointed 
as  a member,  we  will  resume  our 
activities  in  this  worthwhile  en- 
deavor. 

Mark  A.  Meister 
Executive  Director 

The  report  was  filed. 

Health  Resources  Management 
Council 

This  report  covers  the  period  Octo- 
ber 1992  through  September  1993. 

In  December  1992,  the  council 
published  Health  Care  Reform:  An- 
other Voice  on  the  Road  to  Consen- 
sus. This  paper  identifies  several 
overall  goals  for  a reformed  health- 
care system  and  suggests  a variety 
of  elements  which  should  be  seri- 
ously considered  for  inclusion  in  any 
reform  proposal.  The  council  also 
published  Trends:  Hospital  Utiliza- 
tion and  Expenditures,  1983-1991 
in  September  1993.  This  report  pre- 
sents information  on  Delaware, 
Maryland,  Pennsylvania,  New  Jer- 
sey, and  the  nation.  Copies  of  both 
reports  are  on  file  in  the  office  of  the 
State  Medical  Society  and  are  avail- 
able upon  request. 

An  amendment  to  the  State 
Health  Plan  with  respect  to  project- 
ing the  need  for  nursing  home  beds 
was  adopted  in  February  1993.  The 
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principal  change  was  to  move  from 
a five-year  to  a three-year  plan- 
ning horizon. 

The  following  Certificate  of 
Need  decisions  were  rendered  by 
the  Bureau  of  Health  Planning  and 
Resources  Management  following 
recommendations  by  the  council: 
Beebe  Medical  Center  - Major 
expansion  and  renovation  project  - 
approved. 

Nanticoke  Memorial  Hospital  - 

Initiation  of  cardiac  catheterization 
services  - initially  denied,  approved 
upon  voluntary  remand  - (under 
appeal). 

Beebe  Medical  Center  - Initia- 
tion of  cardiac  catheterization  ser- 
vices— initially  denied,  continued 
denial  upon  voluntary  remand  - 
(under  appeal). 

Emily  P.  Bissell  Hospital  - Re- 
duction of  84  beds  — approved. 
Alfred  I.  duPont  Institute  - Re- 
placement of  CT  scanner  — ap- 
proved. 

Gilpin  Hall  - Replace  41-bed  nurs- 
ing home  with  new  100-bed  facility 
— approved  upon  remand  from 
Appeal  Panel. 

Nanticoke  Memorial  Hospital  - 

Replacement  of  CT  scanner  — ap- 
proved. 

Medical  Center  of  Delaware  - 

Replacement  of  CT  scanner  at 
Christiana  Hospital  — approved. 
Milford  Memorial  Imaging  Cen- 
ter, L.P.  - Fixed-site  MRI  at 
Milford  Memorial  Hospital  — ap- 
proved. 

Medical  Center  of  Delaware  - 

Expansion  OB/GYN,  gastrointes- 
tinal lab  and  emergency  areas  — 
approved. 

Addressing  concerns  high- 
lighted during  the  sunset  review, 
the  Health  Resources  Management 
Council  prepared  suggested  legis- 
lation, which  was  introduced  on 
June  28,  1993,  as  House  Bill  No. 
331.  The  bill  has  been  assigned  to 
the  Human  Needs  and  Develop- 
ment Committee  of  the  House  of 
Representatives.  The  chairwoman 
of  the  Committee,  Representative 
Jane  Maroney,  anticipates  con- 


ducting public  hearings  in  the  fall. 
Also  in  coming  months,  the  Health 
Care  Cost  Containment  Commit- 
tee (legislatively  established  com- 
mittee of  the  Delaware  Health  Care 
Commission),  which  includes  rep- 
resentation of  the  Health  Re- 
sources Management  Council,  will 
be  examining  potential  ways  to 
strengthen  the  CON  program. 

William  H.  Duncan,  MD 
Chairman 

The  report  was  filed. 

Interagency  Coordination 
Council,  Division  of  Planning, 
Research  and  Evaluation,  State 
of  Delaware 

The  Interagency  Coordination 
Council  is  the  eighteen-member 
advisory  board  mandated  by  Pub- 
lic Law  102-119  (formerly  99-457) 
to  advise  the  Department  of  Health 
and  Social  Services  with  regard  to 
programs  for  infants  and  toddlers 
with  disabilities  and/or  develop- 
mental delays. 

Public  Law  99-457  was  passed 
in  1986.  It  has  since  been  updated 
by  Public  Law  102-119,  known  as 
the  Individuals  with  Disabilities 
Education  Act  (IDEA).  The  Inter- 
agency Coordination  Council  is 
primarily  concerned  with  the  parts 
of  that  act  that  deal  with  children 
0-3.  That  act  makes  certain  funds 
available  to  the  states  to  assist  in 
developing  statewide  programs  of 
early  intervention  for  children  ages 
0-3  developmentally  delayed  or  at 
risk  for  developmental  delay. 

The  legislature  and  the  gover- 
nor of  the  state  of  Delaware  have 
decided  to  participate  and  to 
supplement  this  federal  funding. 
The  legislature  appropriated,  and 
the  governor  included  in  his  bud- 
get, state  funds  designed  to  make 
early  intervention  services  avail- 
able to  all  Delaware  children  ages 
birth  to  three  who  are  develop- 
mentally disabled  or  at  risk  for 
developmental  disability.  This  as- 
pect of  IDEA  is  found  in  Part  H of 


the  two  public  laws,  and  the  pro- 
gram has  come  to  be  referred  to  as 
Part  H Program. 

The  Delaware  program  officially 
began  on  October  1, 1993.  Of  course, 
prior  to  this  a number  of  public  and 
private  agencies  had  already  been 
providing  high  quality  early  inter- 
vention services  to  many  children, 
but  adoption  of  the  Part  H program 
is  expected  to  make  such  services 
universally  available  to  children  in 
need. 

A Part  H demonstration 
project  called  “Promising  Futures” 
was  carried  out  in  Kent  and  Sus- 
sex counties  from  August  1992 
through  September  1993.  This  dem- 
onstration project  was  supervised 
by  the  Interagency  Coordination 
Council.  The  project  was  carried  out 
as  a cooperative  venture  between 
the  Delaware  Department  of  Public 
Instruction,  Delaware  Department 
of  Health  and  Social  Services,  as 
represented  by  the  Division  of  Men- 
tal Retardation,  the  Division  of  Pub- 
lic Health,  and  the  Division  of  Man- 
agement Services.  Two  hundred 
fifty-eight  children  were  screened 
by  the  project  team.  Of  these,  129 
qualified  for  a detailed  evaluation, 
and  so  far  78  have  received  a com- 
prehensive individualized  family 
service  plan  (the  so-called  IFSP) 
and  have  been  provided  early  inter- 
vention and  related  services.  Medi- 
cal evaluation  is  an  integral  part  of 
the  construction  of  the  IFSP  and  is 
generally  provided  by  pediatricians, 
family  physicians  with  special 
interest  in  pediatric  issues,  and 
specially  trained  pediatricians  in 
developmental  medicine,  neurol- 
ogy, and  genetics. 

Louis  E.  Bartoshesky,  MD,  MPH 

Liaison 

The  report  was  filed. 

Medical  Care  Advisory 
Committee,  Division  of 
Social  Services 

It  is  my  privilege  to  report  to  you  the 
progress  of  the  Medical  Care  Advi- 
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sory  Committee  (MCAC)  for  the 
past  year. 

The  MCAC  is  based  in  federal 
regulation  and  the  members  are 
appointed  by  the  secretary  of  the 
Delaware  Department  of  Health 
and  Social  Services  (DHSS). 

The  MCAC  has  been  very  ac- 
tive, meeting  approximately  every 
two  months  during  the  past  year. 
The  MCAC  consists  of  representa- 
tives from  the  fields  of  medicine, 
consumers,  consumer  groups,  other 
appropriate  groups,  and  from  the 
medical  care  services.  The  chair- 
person of  the  MCAC  is  Dr.  Anne 
Aldridge,  who  replaced  Dr.  Robert 
Kettrick  after  his  resignation  this 
year  to  work  more  intensively  with 
the  Delaware  Health  Care  Com- 
mission. 

The  MCAC  has  an  ongoing  role 
of  working  with  the  DHSS  and  the 
Medicaid  program  by  contributing 
knowledge,  providing  a channel  of 
communication,  studying  and  mak- 
ing recommendations,  working 
with  other  advisory  committees, 
advising  on  alternate  health  sys- 
tems, and  other  means  of  maxi- 
mizing resources. 

The  specific  activities  of  the 
MCAC  this  year  included: 

1.  Revising  our  bylaws  to 
more  clearly  define  the 
committee’s  role,  member- 
ship, and  objectives. 

2.  Establishing  a procedure 
for  arbitration  of  griev- 
ances to  the  Medicaid 
program  outside  of  the 
formal,  legislatively 
mandated  appeals  pro- 
cess. This  will  allow 
speedy  input  to  Medicaid 
via  the  MCAC  of  problems 
by  providers  to  solve  prob- 
lems encountered  in  day 
to  day  interaction  with  the 
Medicaid  program. 

3.  Following  the  progress  of 
the  Delaware  Health  Care 
Commission  by  receiving 
regular  reports  from  the 
HCC. 

4.  Following  developments 
in  managed  care,  other 


programs  such  as  the 
Washington  state  and  Or- 
egon programs,  as  well  as 
the  Clinton  initiatives. 

5.  Monitoring  the  progress 
of  the  Society’s  VIP  pro- 
gram through  regular  re- 
ports by  Mark  A.  Meister, 
executive  director  - MSD, 
who  is  a member  of  the 
MCAC. 

6.  Following  the  develop- 
ment of  the  Nemours 
Foundation  Pediatric 
Clinics.  We  are  assisted 
on  this  matter  by  Dr. 
Steven  Dowshen  from  A.I. 
duPont  Institute. 

7.  Beginning  to  look  at  an 
educational  effort  aimed 
toward  Medicaid  recipi- 
ents in  effective  use  of  the 
program. 

8.  Looking  at  transportation 
difficulties  for  Medicaid 
recipients  as  concerns  ac- 
cess to  health-care  facili- 
ties, etc. 

9.  Beginning  to  work  with 
representatives  from  the 
federal  regulatory  agen- 
cies in  understanding  the 
relationships  between  the 
federal  and  state  agencies. 

In  summary,  it  is  my  opinion 
that  the  MCAC  has  continued  to 
improve  and  develop  as  a strong 
resource  for  both  the  provider  com- 
munity and  the  Division  of  Social 
Service.  The  ability  to  communi- 
cate freely  on  a regular  basis  as 
well  as  look  at  developments  in 
medicine  are  serving  both  the  pro- 
viders and  the  state  of  Delaware 
with  an  excellent  opportunity  to 
monitor,  as  well  as  effect  change  in 
the  health  care  of  our  citizens. 

Thank  you  for  this  opportu- 
nity to  provide  information  to  the 
Medical  Society  on  behalf  of  this 
very  worthwhile  committee. 

Edward  R.  Sobel,  DO 
Liaison 

The  report  was  filed. 


State  School  Health  Advisory 
Committee  (SSHAC) 

The  1992-93  year  started  with  evi- 
dence of  increased  training  in  health 
issues.  Colleen  Wozniak  disclosed  a 
laser  disc  program  which  will  be 
given  to  each  high  school  in  the 
state  along  with  the  equipment. 
Also,  health  teachers  and  others 
from  17  of  19  districts  have  been 
trained  in  the  use  of  the  equipment. 
The  program  information  gives  in- 
depth  knowledge  about  alcohol, 
drugs,  AIDS,  and  tobacco,  among 
other  things. 

We  believe  the  physicians  of 
Delaware  need  to  know  about  the 
Children’s  Services  Cost  Recovery 
Project  here.  A reprint  of  CSCRP’s 
Fact  Sheet  is  included  as  Attach- 
ment A [this  document  is  on  file  in 
the  office  of  the  Society]. 

The  State  School  Health  Advi- 
sory Committee  learned  about  the 
Delaware  Health  Care  Commission. 
Highlights  of  the  presentation  by 
Paula  Roy  on  the  background  and 
activities  of  the  Delaware  Health 
Care  Commission  include: 

• A citizen  body  composed  of 
nine  members  was  created 
in  1990  by  the  General  As- 
sembly. 

• There  are  committees 
through  which  the  public 
can  serve. 

• During  the  calendar  year 
(1992),  the  group  focused 
on  insurance  reform,  Med- 
icaid expansion,  a joint  ven- 
ture with  the  Alfred  I. 
duPont  Institute  to  provide 
care  and  treatment  for 
unserved  and  underserved 
children,  grants  to  target 
prenatal  programs  and  in- 
fant mortality,  and  an 
agreement  with  the  Medi- 
cal Society  of  Delaware  to 
have  more  primary  care 
physicians  extend  services 
to  Medicaid. 

• An  attempt  will  be  made  to 
match  the  Medicaid  recipi- 
ent to  a medical  home. 

• Even  with  all  of  the  initia- 
tives, there  are  still  gaps  in 
the  health-care  system. 
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• During  1993,  the  commis- 
sion will  study  cost  con- 
tainment measures  such 
as  reducing  inappropriate 
use  of  the  emergency  room 
by  Medicaid  recipients,  as 
well  as  trying  to  initiate 
pilot  projects  involving  the 
private  sector  to  expand 
services  to  the  needy. 

• The  commission  meets  the 
first  Thursday  of  each 
month  at  4 p.m.,  and  these 
meetings  are  open  to  the 
public. 

During  the  discussion,  the  follow- 
ing comments  or  suggestions  were 
made: 

• Parents  receiving  AFDC 
should  have  an  obligation 
and  responsibility  to  be 
involved  in  prevention. 

• Be  sensitive  to  the  needs 
of  the  family. 

• Practitioners,  other  than 
physicians,  need  to  be  in- 
volved in  the  delivery  sys- 
tem. The  nursing  practi- 
tioner can  be  a great  as- 
set. 

• A massive  advocational 
program  needs  to  be  initi- 
ated to  help  all  people  use 
the  “system”  more  effec- 
tively. 

The  members  were  pleased  to 
have  the  opportunity  to  have  the 
initiatives  of  the  commission  dis- 
cussed. It  was  suggested  to  Ms. 
Roy  that  the  members  of  the  State 
School  Health  Committee  discuss 
some  of  those  concerns  with  the 
commission. 

We  classified  the  Alfred  I. 
duPont  proposal  as  the  Alfred  I. 
duPont  Initiative.  It  is  included  as 
Attachment  B [this  document  is  on 
file  in  the  office  of  the  Society]. 
What  is  your  opinion? 

Hepatitis  B vaccine  was  dis- 
cussed in  all  five  meetings  this 
year,  and  no  uniform  policy  has 
been  established.  Noteworthy  is 
the  fact  that  all  batch  numbers  of 
the  vaccines  with  the  date  and 
hour  of  administration  should  be 


recorded  when  giving  each  indi- 
vidual the  vaccine  injection. 

Drafts  have  been  formulated 
for  directions  or  policy  in  handling 
infectious  wastes  and  in  establish- 
ing methods  of  tuberculosis  con- 
trol. 

Rhoslyn  J.  Bishoff,  MD 
Liaison 

The  report  was  filed. 

Reports  of  Community  Health 
Organziation  Liaisons 

Physicians  serving  as  liaisons 
between  the  Medical  Society  of 
Delaware  and  community 
health  organizations  were  in- 
vited to  submit  reports  for  the 
House  of  Delegates  handbook. 

The  following  reports  were 
filed. 

Amercian  Cancer  Society, 
Delaware  Division,  Inc. 

The  American  Cancer  Society, 
Delaware  Division,  Inc.,  is  pleased 
to  report  on  the  activities  of  the 
past  year.  In  January  the  Division 
launched  a partnership  program 
with  Zeneca,  Inc.,  to  increase  both 
the  lay  and  medical  professional 
awareness  of  the  need  for  the  early 
detection  of  prostate  cancer.  The 
two-year  project  is  comprehensive 
in  nature  and  will  provide  general 
public  awareness  of  prostate  can- 
cer, educational  programs  for  men 
and  women  on  the  importance  of 
early  detection,  professional  edu- 
cation offerings  for  the  medical 
profession,  and  patient  support 
groups  for  the  newly  diagnosed 
individual. 

Late  this  spring,  the  ACS 
spearheaded  the  formation  of  the 
Delaware  Consortium  on  Breast 
Cancer.  Designed  to  be  a coopera- 
tive, collaborative,  and  comprehen- 
sive group  of  individuals,  agen- 
cies, organizations,  and  health-care 
providers  and  institutions,  the 
group  has  met  twice.  The  main 
goals  of  the  group  are  to  increase 


the  compliance  of  women  and  medi- 
cal professionals  with  the  early  de- 
tection guidelines  and  develop  a 
seamless  set  of  resources  for  the 
early  diagnosis  and  treatment  of 
breast  cancer  statewide  with  spe- 
cific emphasis  on  indigent  and 
underinsured  women. 

Lastly,  the  local  division  has 
recognized  that  if  we  are  truly  seri- 
ous about  reducing  cancer  morbid- 
ity and  mortality  in  Delaware,  we 
must  work  together  with  other  or- 
ganizations and  the  schools  to  de- 
velop a Comprehensive  School 
Health  Education  model.  The  first 
meeting  of  30  agencies  took  place  in 
September. 

The  American  Cancer  Society, 
Delaware  Division,  Inc.,  volunteers 
and  staff,  are  committed  to  provid- 
ing quality  programs  and  services 
which  are  an  efficient  and  effective 
use  of  the  donor  dollars. 

Leslie  Whitney,  MD 
Liaison 

American  Heart  Association 
of  Delaware 

The  1992-93  fiscal  year  for  the 
American  Heart  Association,  Dela- 
ware Affiliate,  was  a very  productive 
one.  We  have  been  very  successful 
in  addressing  our  three  major 
goals:  to  support  cardiovascular  re- 
search, to  promote  cardiovascular 
education  and  community  programs, 
and  to  generate  revenue  to  support 
our  mission  in  the  state. 

The  preceding  year  was  a ban- 
ner year  particularly  for  commu- 
nity programs  and  promotion  of 
cardiovascular  education.  We  reached 
nearly  116,000  Delawareans  with 
our  interactive  educational  pro- 
grams through  our  community  based 
volunteers.  This  included: 
Worksite:  This  program,  focusing 
on  lifestyle  changes  in  the  areas  of 
nutrition,  exercise,  high  blood  pres- 
sure, and  smoking,  reached  nearly 
20,000  Delawareans. 

Schoolsite:  We  successfully 

reached  over  56,000  school  children 
with  programs  such  as  Hearty 
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School  Lunch  Program,  “Tin  Man,” 
and  the  Smoke  Free  Class. 
Communitysite:  Over  15,000 
people  benefited  through  blood 
pressure  screening,  cholesterol 
screening,  the  speakers  bureau, 
and  our  food  festival. 

Healthcare  site:  The  Heart  Asso- 
ciation participated  in  professional 
training  sessions  for  nearly  1,000 
health-care  professionals.  In  addi- 
tion, a team  of  approximately  700 
instructors  effectively  trained  over 
20,000  people  in  CPR. 

Our  affiliate  continues  to  be 
very  successful  in  its  cardiovascu- 
lar research.  We  supported  12  lo- 
cal research  projects  which  acr 
counted  for  over  $228,000.  Another 
$135,000  supported  cardiovascu- 
lar research  on  a national  level. 

Our  most  ambitious  endeavor 
and  major  success  story  was  the 
completion  of  our  new  affiliate 
headquarters  and  Heart  Educa- 
tion Center.  Our  education  center 
is  a one-of-a-kind  cardiovascular 
education  program.  This  center  will 
be  opening  this  October.  It  is  a 
science  museum  facility  with  24 
interactive  exhibits.  The  exhibits 
deal  exclusively  with  the  cardio- 
vascular system.  Normal  anatomy 
and  physiology  of  the  cardiovascu- 
lar system,  diseases  and  problems 
of  the  cardiovascular  system,  di- 
agnostic testing,  treatment  of  car- 
diovascular disease,  preventive 
measures,  and  risk  factor  modifi- 
cation are  presented.  The  educa- 
tion center  will  be  used  as  a teach- 
ing tool  for  school  children  and 
patients  throughout  the  state.  Our 
hope  is  to  reach  more  than  30,000 
school  children  and  adults  to  pro- 
mote awareness  of  the  extent  of 
cardiovascular  disease  and  ways 
to  modify  risks  and  prevention.  In 
addition  to  the  educational  center, 
the  facility  houses  a kitchen  for 
classes  in  nutrition  and  an  impres- 
sive auditorium  with  state-of-the 
art  audiovisual  capabilities. 

The  1992-93  year  was  an  ex- 
cellent one  for  the  Delaware  Heart 
Association  Affiliate,  and  we  are 


very  excited  and  eager  to  continue 
with  our  mission  throughout  the 
1993-94  fiscal  year. 

James  W.  Blasetto,  MD,  FACC 
President 

Amercian  Lung  Association  of 
Delaware 

As  the  1992-93  year  closed,  one 
message  became  clear:  the  Ameri- 
can Lung  Association®  of  Dela- 
ware is  being  challenged  to  evolve 
to  meet  the  changing  needs  of  pub- 
lic health  in  Delaware. 

Locally,  as  well  as  nationally, 
we  have  come  full  circle  only  to 
return  to  the  deadly  disease  we 
were  first  organized  to  fight  — 
tuberculosis.  TB  rates,  once  on  a 
steady  decline,  are  on  the  increase 
again.  The  American  Lung  Asso- 
ciation of  Delaware  is  once  again 
emerging  as  a leader  in  the  fight 
against  TB,  and  the  fight  must 
begin  with  education. 

With  issues  such  as  TB  and 
clean  airbecomingincreasingly  ur- 
gent, we  must  turn  our  focus  from 
a program-oriented  organization 
to  one  rooted  in  education  and  ad- 
vocacy. Our  role  is  to  educate  and 
encourage  Delawareans  to  do  what 
it  takes  to  keep  their  lungs  healthy. 

As  changes  occur,  one  thing 
remains  the  same— our  mission:  to 
fight  lung  disease.  We  turn  to  the 
many  dedicated  volunteers  and  do- 
nors to  help  us  achieve  our  mis- 
sion. Below  are  highlights  from 
the  five  program  areas. 

ADULT  LUNG  DISEASE: 
Monthly  support  groups  continued 
to  meet  for  adults  with  lung  dis- 
ease and  sarcoidosis.  These  groups 
serve  the  needs  of  family  members 
and  friends  as  well.  A newsletter 
for  individuals  with  lung  disease 
was  produced  three  times  during 
the  year.  An  annual  flu  education 
campaign  was  jointly  sponsored 
with  the  Division  of  Public  Health. 
A TB  subcommittee  was  formed  to 
begin  dealing  with  educational  and 
legislative  issues  in  Delaware. 
Over  160  health-care  providers  at- 


tended the  annual  Perspectives  in 
Pulmonary  Care  Symposium  held 
in  April. 

PEDIATRIC  LUNG  DISEASE: 
Family  Asthma  Days  were  held 
throughout  the  state  for  children 
ages  three  to  12  years  old.  A news- 
letter for  families  was  distributed 
three  times  during  the  year.  Ten 
children  attended  a week-long  camp 
to  learn  more  about  their  asthma. 
One  hundred  self-help  Superstuff 
kits  were  distributed  throughout  the 
state.  Workshops  to  update  school 
nurses  on  the  treatment  of  asthma 
were  held,  including  the  use  of  peak 
flow  meters. 

ENVIRONMENTAL  HEALTH: 
A daily  air  quality  report  was  pro- 
vided to  local  radio  and  television 
stations.  During  pollen  season,  a 
pollen  report  was  given.  May  was 
Clean  Air  Month.  Thirteen  thou- 
sand children  in  grades  three  to  six 
participated  by  wearing  sky  blue 
ribbons,  charting  daily  air  quality 
and  testing  their  classrooms  for  ra- 
don. October  was  dedicated  to  Na- 
tional Car  Care  Month  and  National 
Radon  Action  Week.  Work  contin- 
ues on  various  aspects  of  the  Clean 
Air  Act. 

SCHOOL  HEALTH:  A new  pro- 
gram, the  Unpuffables,  was  intro- 
duced. This  program  includes  a 
parental  component.  Students 
Teaching  Students,  a program  de- 
signed for  high  school  students  to 
teach  the  elementary  school  stu- 
dents about  the  health  hazards  of 
tobacco,  was  held  throughout  the 
state.  The  Smoke-Free  Class  of 2000 
continued  in  the  4th  grade.  A news- 
letter for  school  nurses  was  pro- 
duced two  times  during  the  year. 
Open  Airways,  a school-based 
asthma  education  program  was  in- 
troduced. 

SMOKING:  Community  and 
workplace  smoking  cessation  pro- 
grams continued.  Other  self-help 
materials  to  help  people  quit  smok- 
ing were  available. 

A Delaware  Thoracic  Society 
has  been  formed.  This  Society  will 
become  the  medical  arm  of  the 
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American  Lung  Association  of 
Delaware. 

The  Lung  Association  will  con- 
tinue to  refine  and  create  programs 
to  meet  the  changing  needs  of  the 
public,  as  well  as  its  mission.  We 
thank  the  medical  community  of 
the  Association  for  its  dedication 
to  lung  disease.  Remember  - “If 
you  can’t  breathe,  nothing  else  mat- 
ters.” 

John  J.  Chabalko,  MD 
Liaison 

Delawareans  United  to  Stop 
Tobacco  (DUST) 

DUST,  Delawareans  United  to 
Stop  Tobacco,  was  formed  several 
years  ago  to  help  unite  those  who 
recognized  that  tobacco  is  a major 
preventable  public  health  menace 
in  Delaware  and  that  it  is  impor- 
tant to  take  public  and  private 
measures  to  combat  the  drug.  It 
had  also  been  hoped  that  DUST 
would  provide  the  wide  commu- 
nity support  needed  to  compete  for 
federal  NCI  funds  to  promote  local 
tobacco  control  measures,  but  that 
is  no  longer  an  option.  Several  of 
its  initial  goals  have  been  met  such 
as  elimination  of  tobacco  in  hospi- 
tals and  among  students  in  the 
first  12  grades.  Others,  such  as  a 
meaningful  indoor  clean  air  act, 
have  been  derailed  so  far  in  Dover 
by  an  effective  tobacco  lobby.  While 
the  percent  of  smokers  has  de- 
creased in  Delaware  compared  to 
ten  years  ago  to  about  25  percent, 
it  seems  to  have  increased  slightly 
in  the  last  couple  of  years  with  the 
nation’s  economic  slump.  It  is  still 
inordinately  high  in  pregnant 
women  (about  20  percent)  and 
among  high  school  students,  espe- 
cially among  girls  (also  about  20 
percent). 

The  support  for  legislative 
changes  has  now  been  assumed  by 
the  Coalition  Against  Tobacco 
formed  by  health,  lung,  and  cancer 
associations.  DOC  continues  its 
efforts  to  promote  tobacco  control 
in  the  schools  and  Public  Health 


through  its  own  internal  organi- 
zation called  TAR.  Its  current  ac- 
tivity is  focused  on  a statewide 
tobacco  control  plan. 

Thus  while  DUST  is  no  longer 
functioning  as  a coordinating 
group,  its  functions  are  continu- 
ing. 

The  Medical  Society  needs  to 
maintain  a vigilant  eye  on  the  to- 
bacco lobby,  which  is  trying  to  un- 
dermine local  ordinances  in 
Wilmington  and  Dover  through  the 
passage  of  legislation  that  would 
preempt  any  local  ordinance  which 
is  more  stringent  than  a state  law. 
The  law  they  are  proposing  is 
weaker  than  those  already  in  place. 
They  are  also  proposing  that  em- 
ployers who  do  not  now  have  to- 
bacco restrictions  in  place  would 
have  to  provide  rooms  for  smokers 
in  the  workplace.  It  would  be  very 
expensive  to  protect  nonsmokers 
from  second-hand  smoke  at  the 
worksite,  even  with  a separate 
room  for  smokers. 

It  looks  as  though  there  may 
be  some  funding  available  for  to- 
bacco control  from  CDC  in  the  near 
future,  and  the  Robert  Wood  John- 
son Foundation  is  planning  to  have 
$10,000,000  in  grants  available 
across  18  states  for  tobacco  control 
starting  in  1994.  This  may  require 
the  “resurrection”  of  Delawareans 
United  to  Stop  Tobacco,  since  Dela- 
ware is  one  of  the  eligible  states 
hoping  to  take  advantage  of  that 
opportunity.  Another  grant  for  to- 
bacco control  through  an  impact  in 
the  schools  is  awaiting  NCI  review 
the  end  of  November. 

Thus  while  DUST  is  inactive, 
the  activities  it  was  interested  in 
for  tobacco  control  are  continuing. 

Robert  W.  Frelick,  MD 
Liaison 

Delaware  Center  for  Wellness 
(DCW) 

The  Delaware  Center  for  Wellness 
(DCW)  is  located  at  3105  Lime- 
stone Road,  Wilmington  (phone: 
633-6777).  Carol  Soha,  RN,  PhD, 


who  is  a certified  health  education 
specialist,  is  the  executive  director, 
and  Candy  Stevenson  is  the  pro- 
gram and  marketing  director.  DCW 
is  a charter  member  of  WELCOA, 
the  Wellness  Councils  of  America.  I 
represent  the  Medical  Society  of 
Delaware  on  the  DCW  board.  Re- 
becca Jaffe,  MD,  and  Joseph  A. 
Liebermann  III,  MD,  MPH,  have 
also  been  active  supporters  on  the 
board.  Currently,  DCW  has  approxi- 
mately 75  dues-paying  business 
members. 

Its  initial  effort  over  the  last 
couple  of  years  has  been  focused  on 
helping  companies  develop  health 
promotion  programs.  Under  these 
circumstances,  it  does  not  provide 
direct  service  to  employees  but  helps 
company  personnel,  usually  within 
the  medical  or  human  resources 
departments,  to  plan  primary  pre- 
ventive activities.  Such  health  pro- 
motion programs  have  been  shown 
to  be  cost  effective  as  well  as  effec- 
tive in  improving  the  health  status 
of  employees  in  many  large  compa- 
nies. During  the  past  year,  DCW 
has  provided  more  direct  service  to 
companies  lacking  the  staff  to  mount 
their  own  programs.  Several  com- 
panies contract  with  DCW  to  pro- 
vide more  concentrated  assistance 
in  program  development  from  needs 
assessment  through  evaluation. 

DCW  always  seems  to  be  on  the 
cutting  edge  with  their  programs. 
Their  second  annual  Worksite 
Health,  Wellness,  and  Safety  Trade 
Show  is  scheduled  for  October  6th 
at  the  Delmarva  Conference  Cen- 
ter. This  is  sponsored  by  U.S. 
Healthcare  and  CIBA.  On  October 
14th,  they  are  collaborating  with 
Women  and  Wellness  to  present  a 
Women  Working  Well  conference. 
This  is  sponsored  by  Wyeth-Ayerst 
Pharmaceuticals  and  the  U.S.  De- 
partment of  Labor.  The  conference 
focuses  on  women’s  health  issues 
and  family-sensitive  policies.  Local 
physicians  will  serve  on  a panel  to 
discuss  issues  in  women’s  health 
and  area  resources. 
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The  Delaware  Center  for  Well- 
ness is  Delaware’s  major  worksite 
promoter  for  prevention.  As  such, 
it  should  have  the  support  of  those 
who  are  the  most  concerned  about 
rising  health-care  costs.  However, 
it  is  hard  to  show  cost  savings  for 
prevention  programs  in  terms  of 
reduced  health  insurance  premi- 
ums in  two-three  years.  It  is  much 
easier  to  seek  hundreds  of  thou- 
sands of  dollars  to  help  with  organ 
transplants  than  to  prevent  the 
need  for  such  transplants.  Evalu- 
ated programs,  though,  do  typi- 
cally report  around  a 6:1  return  on 
investment. 

In  July,  Dr.  Soha  spoke  at  a 
public  hearing  of  the  Delaware 
Health  Care  Commission.  Her 
speech  was  to  draw  attention  to 
the  health  side  of  the  health-care 
reform  equation.  In  addition  to 
working  on  access  and  finance  is- 
sues, she  strongly  advocates  the 
integration  of  primary  prevention 
into  health-care  reform.  She  has 
recently  submitted  a proposal  to 
the  commission  for  funding  to  re- 
search the  design  and  development 
of  a primary  prevention  program 
for  small  companies.  The  primary 
prevention  program  will  be  pro- 
moted as  an  affordable  and  impor- 
tant component  of  an  employer’s 
health-care  plan. 

With  the  loss  of  the  Division  of 
Public  Health,  CDC  Prevention 
block  grant  funds  and  limited  sup- 
port from  a state  grant-in-aid, 
DCW  faces  a challenge  to  main- 
tain the  modest  staff  of  2.25  per- 
sons. It  may  be  that  foundation 
grants  or  a merger  with  a larger 
organization  or  more  direct  help 
from  government  sources  will  even- 
tually allow  DCW  not  only  to  con- 
tinue its  current  program  but  to 
expand,  as  recommended  several 
years  ago  by  the  Governor’s  Health 
Care  Cost  Management  Commis- 
sion, to  provide  health  promotion 
resources  for  schools  and  other 
community  activities  such  as  se- 
nior centers. 


Public  health  officials,  as  well 
as  the  Medical  Society,  should  rec- 
ognize Dew’s  efforts  in  primary 
prevention  as  one  of  the  best  ways 
to  control  health-care  costs  and 
the  most  effective  way  to  improve 
the  health  of  Delawareans. 

It  is  recommended  that  the 
Medical  Society  show  its  approval 
of  this  program  by  continuing  to 
support  DCW*s  actions  of  health 
promotion  through  prevention  and 
its  need  to  seek  additional  funds  to 
continue  its  worksite  program  and 
to  expand  its  capacities  as  a re- 
source for  preventive  health  in 
Delaware. 

Robert  W.  Frelick,  MD 
Liaison 


The  Delaware  State/Upper 
Shore  of  Maryland  Chapter, 
The  March  of  Dimes  Birth 
Defects  Foundation 

The  Delaware  and  Upper  Shore  of 
Maryland  Chapter  of  the  March  of 
Dimes  is  again  planning  to  spon- 
sor Genetics  Week.  The  confer- 
ences will  be  scheduled  for  the 
week  of  March  21,  1994.  Numer- 
ous grants  for  service  projects  in 
Cecil  County  and  Delaware  were 
discussed  and  approved,  including 
a grant  to  the  Perinatal  Associa- 
tion of  Delaware  for  their  Resource 
Mothers  project. 

Garrett  H.C.  Colmorgen,  MD 
Liaison 

Memorial 

As  a memorial  to  the  members  of 
the  Society  who  were  lost  through 
death  during  the  past  year,  the 
assembly  rose  for  a moment  of 
silence  as  the  following  names  were 
read: 

Joseph  R.  Beck,  MD 
Sidney  B.  Chavin,  MD 
H.  George  DeCherney,  MD 
Mildred  B.  Forman,  MD 
James  V.  Gallagher,  MD 
William  R.  Hazzard,  MD 


Leo  B.  Hogan,  MD 
David  S.  Howard,  MD 
Edgar  N.  Johnson,  MD 
Samuel  W.  Lippincott,  Jr.,  MD 
James  C.  Lyons,  MD 
Eugene  R.  McNinch,  MD 
Gottfried  Metzler,  Jr.,  MD 
Stewart  L.  Rankin,  MD 
William  T.  Reardon,  MD 
Philip  J.  Smith,  MD 
Sidney  Stat,  MD 
Roger  B.  Thomas,  Sr.,  MD 

Absolution  Resolution 

The  House  adopted  the  following 
resolution: 

RESOLVED,  That  each  and  all  of 
the  Resolutions,  acts,  and  proceed- 
ings of  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware  here- 
tofore had  been  adopted  since  the 
last  meeting  of  the  House  of  Del- 
egates of  the  Medical  Society  of 
Delaware  as  shown  by  the  records 
of  the  minutes  and  all  the  acts  of  the 
officers  and  trustees  of  the  Society 
in  carrying  out  and  promoting  the 
purposes,  objects  and  interests  of 
this  Society  since  the  last  House  of 
Delegates  meeting  sire  approved  and 
ratified  and  hereby  made  the  acts 
and  deeds  of  the  Medical  Society  of 
Delaware. 

(The  complete  report  of  the  Proceed- 
ings of  the  House  of  Delegates  is  on 
file  in  the  Medical  Society  office  and 
is  available  to  members.) 
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Managed  Care  Contracts: 
The  Devil  We  Better  Know 


While  “reform”  in  all  it’s  permutations,  whirls 
around  us,  we  still  need  to  make  day-to-day 
decisions  for  our  practices.  Politicians  are 
posturing,  but  the  primary  engine  of  change 
continues  to  move  forward.  This  engine  is 
Amercian  business.  Once  medical  costs  had 
risen  to  a point  where  they  exceeded  profit 
margins,  American  business  began  to  worry. 
Federal  Accounting  Standards  Board  rules 
were  changed  two  years  ago,  forcing  publicly 
held  companies  to  account  for  projected  fu- 
ture medical  costs  of  current  and  future  retir- 
ees on  current  balance  sheets.  When  this  was 
done,  the  unfunded  future  liabilities  for  the 
largest  companies  ran  into  nine  and  10  fig- 
ures, with  a chilling  effect  on  their  stock 
prices.  Adding  this  financial  burden  onto  the 
technologic  and  industrial  pressures  from 
Japan  and  Germany  accelerated  the  drive  to 
increase  efficiency  and  control  all  costs  of 
doing  business. 

Now  that  American  business  is  behind 
medical  cost  containment,  our  health  deliv- 
ery system  is  feeling  the  same  pressures  as 
other  branches  of  the  economy.  Industry’s 
main  tool  is  managed  care  — the  devil  we 
know  and  must  deal  with  now. 

In  a perfect  form,  managed  care  would 
represent  “ideals”  that  nearly  all  physicians 
support:  efficiency,  cost  effectiveness,  qual- 
ity. However,  managed  care  remains  in  its 
infancy,  and  without  uniform  methodology  to 
achieve  idealized  goals.  At  present  we  must 
work  with  managed  care  in  an  imperfect  form. 
Change  may  occur  in  Washington  and  Dover, 
but  managed  care  contracts  are  “here  and 
now”  issues  for  practicing  physicians.  The 
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MSD,  the  AMA  and  your  specialty  societies 
all  provide  resources  to  help  you  understand 
and  work  with  these  contracts.  Over  the  next 
several  months,  your  state  and  county  societ- 
ies will  be  working  to  make  these  contracts 
more  comprehensible.  We  want  to  help  you 
avoid  problems  and  traps  in  the  contracting 
process.  Negotiating  managed  care  contracts 
is  one  form  of  health  care  reform  where  the 
physician  is  “at  the  table.”  I urge  Delaware 
physicians  to  take  advantage  of  what  your 
Society  provides  in  newsletters,  conferences, 
workshops  and  Physicians’  Advocate. 

The  MSD  will  better  serve  as  a physician 
advocate  if  we  have  letters  describing  specific 
problems  you  are  having  with  various  carri- 
ers and  insurers.  Please  direct  your  corre- 
spondence to  myself,  Jana  Siwek  or  Mark 
Meister. 
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"UUe  moke  the  difference" 


snuv  n.  hoover,  r.p.t. 

PHYSICAL  THCRAPY  flSSOCIRTCS 


1. 


2. 


SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP. 


3.  ARTHRITIS  RELATED  DISEASES 

HIP,  KNEE  & FOOT 


4.  SWIM  THERAPY 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 

MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN'S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 


VASCULAR  LABORATORIES  OF  DELAWARE 


NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 1 3 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I 1 2 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1  130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 
Director 


Billie  Gray,  R.N.,  R.V.T 
Doreen  Mahoney,  L.P.N 
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If  cost,  practice  size  or  the 
decision  to  retire  are 
prohibiting  your  computer 

decisions... 

.then  it’s  time  to  look  at  POCLite,  the  completely  integrated  practice 
| management  system  you  can  afford. 


|i|. 

i ■ : 


POCLite  is  developed  by  the  same  people  that  brought  you  POC; 
■Stellimann  Kaissey  Limited.  We  maintain  close  proximity  to  the  pulse 
iof  the  medical  industry  and  realize  physicians  are  plagued  with  many 


m 


I concerns: 


Government  Healthcare  Reform 
Loss  of  Revenue 
Medicare  Cuts 
Mandatory  Electronic  Billing 


JjThat  is  why  we  developed  POCIite,  a simple,  cost  effective  software 
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SCIENTIFIC  ARTICLE 


Video-Assisted  Thoracic  Surgery: 
Experience  with  126  Cases 


Allen  L.  Davies,  M.D. 


The  use  of  video-assisted  thoracic  surgery 
(VATS)  has  increased  dramatically  in  the 
past  two  years.  It  is  estimated  that  between 
25  percent  and  50  percent  of  the  cases  of 
general,  noncardiac  thoracic  surgery  are  per- 
formed in  this  way  at  leading  centers.1  We 
have  previously  reported  an  early  experience 
with  20  patients.2  Since  that  report,  the  expe- 
rience has  grown  to  126  cases,  which  form  the 
basis  of  this  report.  These  cases  have  been 
entered  into  the  National  Registry  of  the 
Video-Assisted  Thoracic  Surgery  Study  Group 
(VATSSG),  headquartered  at  St.  Luke’s  Medi- 
cal Center  in  Milwaukee,  Wisconsin.3,4  Our 
results  thus  compiled  may  be  compared  with 
the  national  statistics. 

Materials  and  Methods 

The  records  of  126  patients  undergoing  VATS 
from  December  1991  to  August  1993  at  the 
Medical  Center  of  Delaware  were  analyzed 
using  the  VATSSG  registry  form.  A modified 
VATSSG  form  was  used  to  compile  the  data 
shown  in  all  tables. 

The  indications  for  surgery  are  listed  in 
Table  1.  There  were  65  lung  nodules/masses, 
16  pulmonary  infiltrates,  9 recurrent 
pneumothoraces,  and  one  giant  bulla,  for  a 
total  of  9 1 cases  of  parenchymal  disease.  Cases 
of  pleural  disease,  including  pleural  effusion, 


Dr.  Davies  is  chairman  of  the  Department  of  Surgery  at 
The  Medical  Center  of  Delaware,  Wilmington,  Delaware, 
and  Clinical  Professor  of  Surgery  at  Jefferson  Medical 
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Lung 

Nodule/mass  65 

Infiltrates  16 

Recurrent  pneumothorax  9 

Giant  bulla  1 

Pleura 

Pleural  effusion/mass  24 

Empyema  1 

Mediastinum 

Cyst  1 

Pericardium 

Cyst  2 

Sympathectomy 

Reflex  sympathetic  2 

Esophagus 

Cyst  1 

Achalasia  3 

Diaphragm 

Diaphragmatic  eventration  1 


Table  1.  Indications  for  Surgery 


tumor,  and  empyema,  totaled  25.  The  remain- 
ing cases  included  two  pericardial  cysts,  one 
mediastinal  cyst,  one  esophageal  cyst,  and  one 
diaphragmatic  eventration.  In  addition,  there 
were  two  cases  of  reflex  sympathetic  dystrophy 
and  three  cases  of  achalasia.  These  major  cat- 
egories of  VATS  will  be  discussed  individually. 

Anesthetic  Considerations 

As  with  open  thoracic  surgery,  all  patients 
underwent  a full  preoperative  work-up,  in- 
cluding pulmonary  function  tests  and  blood 
gas  analysis,  when  indicated,  and  appropri- 
ate endoscopic  examination.  All  patients  were 
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evaluated  preoperatively  by  an  anesthesiolo- 
gist.5 In  all  cases,  a double-lumen  endotra- 
cheal tube  was  placed,  with  bronchoscopic 
verification  of  proper  placement.  We  routinely 
use  an  arterial  line  for  blood  gas  monitoring. 
Patients  were  placed  in  the  lateral  decubitus 
position  and  were  prepared  and  draped  as  for 
the  usual  open  thoracic  procedure.  All  instru- 
ments for  open  thoracotomy  were  ready  for 
instant  use. 

Originally,  the  “up”  or  operative  lung  was 
deflated  just  as  the  procedure  was  ready  to 
begin,  to  save  “down  lung  time.”  Recently,  we 
have  instituted  deflation  of  the  operative  lung 
at  the  time  of  patient  preparation,  which 
facilitates  more  rapid  preparation  of  the  op- 
erative field.  It  was  sometimes  necessary  to 
apply  endobronchial  suction  to  the  “up”  or 
operative  lung  to  obtain  full  collapse  and  to 
apply  continuous  positive  airway  pressure 
(CPAP)  to  the  “down”  or  fully  ventilated  lung 
if  the  oxygen  saturation  fell  below  acceptable 
levels. 

Occasionally,  the  operative  lung  needed 
ventilation  periodically  to  maintain  proper 
oxygenation.  This  quickly  corrected  hypoxia 
and  allowed  the  procedure  to  continue.  Be- 
cause of  blood  shunting  from  the  upper 
(nonventilated)  lung  to  the  more  dependent 
(ventilated)  lung,  the  ventilation-perfusion 
defect  is  much  less  in  the  lateral  decubitus 
position,  and  this  technique  of  anesthesia  is 
surprisingly  well  tolerated  by  patients  with 
poor  pulmonary  function. 

Postoperative  pain  control  generally  is 
not  a problem.  At  the  termination  of  the 
procedure,  multiple  intercostal  blocks  with  Y* 
percent  bupivacaine  hydrochloride  (Marcaine) 
with  epinephrine  are  placed  above  and  below 
all  trocar  sites.  These  blocks  combined  with 
an  oral  analgesic  agent  usually  suffice.  We 
have  seldom  used  epidural  anesthetic  agents. 

Surgical  Considerations 

VATS  procedures  are  considered  potential 
open  procedures,  and  the  operating  theater 
and  operating  team  are  ready  for  that  eventu- 
ality. All  operating  ports  are  placed  using  the 
open  technique,  as  in  a chest  tube  placement. 
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A trocar  is  never  placed  blindly  into  the  pleu- 
ral space  because  of  the  risk  of  injuring  the 
underlying  lung  parenchyma,  which  may  not 
have  fully  collapsed  or  which  may  be  adhered 
to  the  chest  wall.  A port  is  always  necessary 
for  a camera  sheath  to  keep  blood  from  soiling 
the  lens  but  is  seldom  used  for  the  insertion  of 
other  instruments  and  endostapling  devices. 

Unlike  the  abdominal  cavity,  the  lung 
falls  away  from  the  chest  wall,  and  positive 
pressure  with  insufflated  gas  is  not  necessary 
to  provide  a working  cavity;  therefore,  sheaths 
are  not  necessary  to  keep  a seal  for  the  instru- 
ments. The  camera  and  video  system  used  is 
identical  to  the  general  surgical  equipment. 
We  prefer  a 0-degree  angle  on  the  scope  itself 
and  rarely  employ  the  30-degree  angle  scope. 

As  a general  rule,  we  are  able  to  use  most 
of  the  standard  open  thoracotomy  instruments 
through  the  small  operating  ports,  including 
Babcock  clamps,  scissors,  Allis  clamps,  and 
dressing  forceps.  The  abdominal  laparoscopy 
instruments  have  been  found  to  be  too  long 
and  unwieldy.  Some  of  the  manufacturers  are 
working  on  shorter,  more  specific  instruments, 
but  as  of  this  writing,  we  are  using  standard 
long  thoracotomy  instruments.  The  endostap- 
ling device  (GIA  30  mm)  has  proved  to  be 
invaluable  in  this  procedure  and  provides  a 
very  secure  hemopneumatic  static  closure  of 
the  lung  tissue. 

Surgical  planning  is  critical  when  operat- 
ing for  a small  nodule,  but  even  with  diffuse 
disease,  a precise  knowledge  of  location  of  the 
lesion  on  the  computed  tomographic  (CT)  scan 
and  the  actual  location  of  the  lesion  in  the 
thoracic  cavity  is  mandatory.  The  surgeon 
must  be  precise  anatomically  in  the  localiza- 
tion. We  have  seldom  used  pre-placed  wires 
or  markers  and  have  had  no  problems  with 
localizing  the  lesion.  However,  in  one  case,  a 
2-mm  metastatic  lesion  was  localized  by  in- 
serting a hooked  wire  and  injecting  the  pleura 
with  a drop  of  methylene  blue.  The  lesion  was 
removed  successfully  by  VATS  wedge  resec- 
tion.6 One  of  the  ports  must  allow  the  finger  to 
palpate  the  lesion. 

Once  the  lesion  has  been  identified  and 
grasped,  usually  with  Babcock  forceps,  the 
inverted-triangle  technique,  with  the  video 
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camera  at  the  apex  of  the  triangle  and  the 
operating  ports  at  the  base  of  the  triangle,  is 
the  most  efficacious  method  of  applying  the 
GIA  stapling  device  and  removing  the  nodule. 
One  must  always  work  in  the  same  direction 
that  the  camera  is  aimed;  otherwise,  acute 
spatial  disorientation  occurs,  and  the  opera- 
tion becomes  impossible. 

Results 

Employing  the  aforementioned  method  of 
general  anesthesia  with  a double-lumen  en- 
dotracheal tube  and  the  surgical  principle  of 
precise  anatomic  localization  of  the  “target 
lesion”  by  physical  correlation  of  the  CT  scan 
location,  and  with  the  application  of  instru- 
ments as  described,  we  have  had  no  untoward 
complications  and  have  completed  these 
thoracoscopic  procedures  as  planned  (Tables 
2 to  4). 


Males  29 

Females  36 

Average  age  65.0  years 

Malignant  Diagnosis 

Primary  lung  cancer 

38 

Secondary  lung  cancer 

9 

Benign  Diagnosis 

Granuloma 

7 

Chronic  pneumonia 

10 

Histoplasma 

1 

Average  chest  intubation  period 

1.5  days 

Average  hospital  stay 

2.78  days 

Average  operative  procedure  time 

5326  minutes 

Mortality  rate 

0 percent 

Morbidity  rate 

0 percent 

Table  2.  Video-Assisted  Thoracic  Surgery  for 
Pulmonary  Nodules  or  Masses  (n=65) 


Discussion 

Pulmonary  Nodule  I Mass 

The  indication  for  VATS  was  a pulmonary 
nodule  or  mass  lesion  in  65  patients  (Table  2). 
The  VATS  technique  allows  a panoramic  view 
of  the  entire  pleural  space  and  pulmonary 
parenchyma  and  has  the  distinct  advantage 
of  identifying  pathology  precisely,  which  is 


Males  10 

Females  6 

Average  age  60.06  years 

Diagnosis 

Interstitial  pneumonitis 

5 

Pneumonia  (cytomegalovirus) 

1 

Bronchoalveolar  carcinoma 

1 

Adenocarcinoma 

1 

Pleural  plaque 

1 

Granulomatous  inflammation 

2 

Bronchiectasis 

1 

Broncholitis  fibrosa  obliterans 

1 

Honeycomb  lung 

1 

Sarcoidosis 

1 

Fibrosis 

1 

Average  chest  intubation  period 

1.27  days 

Average  hospital  stay 

1.66  days 

Average  operative  procedure  time 

42.5  minutes 

Mortality  rate 

0 percent 

Morbidity  rate 

0 percent 

Table  3.  Video-Assisted  Throacic  Surgery  for 
Pulmonary  Infiltrates  (n=16) 


Males  19 

Females  6 

Average  age  63.82  years 

Diagnosis 

Mesothelioma 

9 

Chronic  inflammation 

1 

Nonsmall  cell  carcinoma 

3 

Colon  carcinoma 

1 

Testicular/prostate  carcinoma 

1 

Pleuritis 

3 

Undifferentiated  lung  carcinoma 

1 

Adenocarcinoma 

3 

Breast  carcinoma 

1 

Melanoma 

1 

Empyema 

1 

Average  chest  intubation  period 

1.15  days 

Average  hospital  stay 

4.08  days 

Average  operative  procedure  time 

36.53  minutes 

Mortality  rate 

0 percent 

Morbidity  rate 

0 percent 

Table  4.  Video-Assisted  Throacic  Surgery  for 
Pleural  Disease  (n=25) 
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often  impossible  through  a limited  thor- 
acotomy incision.  This  advantage  allows  for 
precise  biopsy  of  unexpected  pleural  or  nodal 
disease,  along  with  hidden  parenchymal  le- 
sions. We  agree  with,  and  our  results  support, 
other  reports  that  VATS  is  a viable  alterna- 
tive and  probably  superior  to  open  thor- 
acotomy for  the  problem  of  the  indeterminate 
nodule  or  mass.7'11 

In  18  patients,  benign  disease  was  re- 
moved completely  with  VATS  wedge  resec- 
tion. The  procedure  was  both  diagnostic  and 
therapeutic  in  this  subset  of  patients.  Of  the 
remaining  patients,  38  had  a diagnosis  of 
primary  lung  cancer.  In  12  of  these  patients, 
the  thoracoscopic  procedure  was  converted  to 
open  thoracotomy  and  lobectomy.  Twelve 
other  patients,  who  were  otherwise  good  can- 
didates, without  evidence  of  metastatic  spread 
and  with  good  cardiopulmonary  function,  were 
treated  by  definitive  lobectomy  at  the  time  of 
thoracoscopy.  On  average,  30  minutes  was 
required  for  a biopsy  to  be  analyzed;  there- 
fore, little  time  was  lost  in  adding  a VATS 
wedge  resection  to  the  overall  procedure. 
These  patients  had  no  complications. 

The  remaining  14  patients  with  primary 
malignant  lesions  resected  by  VATS  tech- 
nique did  not  undergo  classic  open  thor- 
acotomy and  definitive  lobectomy.  The  rea- 
son for  the  limited  resection  was  either  meta- 
static disease  found  on  complete  examination 
of  the  nodes  and  pleural  space  or  severe  car- 
diopulmonary compromise.12,13  This  approach 
is  an  obvious  departure  from  the  classic  de- 
finitive lobectomy  and  nodal  dissection,  but 
these  procedures  were  impossible  in  this  sub- 
set of  patients  because  of  the  severe  degree  of 
cardiopulmonary  disease.  This  group  of  pa- 
tients is  being  followed  very  closely,  and  some 
surprising  results  may  be  found,  as  has  oc- 
curred in  the  treatment  of  breast  carcinoma, 
in  which  limited  surgical  resection  of  breast 
tissue  has  proved  to  be  extremely  effective. 

In  nine  patients,  the  differential  diagno- 
sis of  primary  carcinoma  of  the  lung  versus 
metastatic  disease  from  a known  primary 
lesion,  usually  a breast  lesion,  was  made, 
thus  obviating  the  need  for  an  open 
thoracotomy  for  simple  diagnosis  of  meta- 
static disease.13,14 
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The  application  of  VATS  to  the  treatment 
of  primary  cancer  of  the  lung  must  be  tem- 
pered at  present,  lest  the  surgeon  do  a less 
than  adequate  and  definitive  procedure  and 
lose  the  chance  for  a curative  operation  in  his 
or  her  enthusiasm  for  the  technique. 

Pulmonary  Infiltrates 

VATS  has  proved  invaluable  in  the  di- 
agnosis of  diffuse  pulmonary  infiltrates  in 
the  nonventilator-dependent  patient.14  In  a 
comparison  of  biopsy  with  the  traditional 
open  technique  and  with  VATS,  Ferson  et  al15 
and  Landreneau  et  al16  reported  the  following 
results:  hospital  stay  averaged  4.1  days  in  the 
VATS  biopsy  group  (16  patients)  and  11.8 
days  in  the  open  biopsy  group  (28  patients). 
Significant  complications  occurred  twice  as 
frequently  in  the  open  biopsy  group,  and  the 
mortality  rate  was  the  same  in  both  groups  (6 
percent).  Our  results  (Table  3)  compare  fa- 
vorably, with  a mortality  rate  of  0 percent  and 
an  average  hospital  stay  of  1.6  days.  The 
panoramic  view  with  thoracoscopy  allows  bi- 
opsy from  anywhere  in  the  pulmonary  paren- 
chyma; therefore,  different  stages  of  the  dis- 
ease process  may  be  sampled.  A definitive 
diagnosis  was  made  in  all  cases,  14  benign 
and  two  malignant,  with  no  complications. 

Pleural  Disease 

VATS  provides  excellent  visualization  and 
access  to  the  entire  pleural  space,  which,  in 
fact,  was  the  site  of  the  first  “target  lesion”  of 
Jacobaeus  in  19 10. 17  In  contrast  to  multiple 
thoracenteses  or  cytologic  and  blind  needle 
biopsy  techniques  using  the  Cope  or  Abrams 
needle,  VATS  is  precise  and  has  given  a de- 
finitive diagnosis  in  all  cases  (Table  4).  In 
several  cases,  talc  poudrage  pleurodesis  was 
performed  for  a malignant  recurrent  effu- 
sion, with  good  results.18  In  these  patients, 
the  chest  tube  remained  in  place  for  a longer 
than  average  time  and  the  hospital  stay  was 
longer  than  for  the  simple  diagnostic  biopsy.19 

Recurrent  Pneumothorax 

The  use  of  VATS  for  the  treatment  of 
recurrent  or  persistent  pneumothorax  has 
been  championed  by  Wakabayashi  since  1971. 
His  results  now  approach  100  percent  suc- 
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cess,  even  in  cases  of  large  emphysematous 
blebs.20,21  He  believes  that  because  of  the  ease 
of  the  technique,  patients  should  be  treated 
by  VATS  wedge  excision  or  laser  obliteration 
of  the  blebs  at  the  time  of  the  first  episode. 
Our  approach  has  been  to  follow  traditional 
indications  and  perform  this  procedure  in 
patients  with  recurrent  pneumothorax  or  per- 
sistent air  leak.  Our  series  included  nine 
patients  with  recurrent  or  persistent  pneumo- 
thorax treated  by  endoscopic  stapling  tech- 
nique and  pleural  stripping,  with  one  recur- 
rence, due  to  incomplete  resection  of  blebs,  in 
an  early  case.  In  conclusion,  whether  em- 
ployed at  the  time  of  the  first  episode  or  in  the 
traditional  way  for  recurrent  pneumothorax, 
VATS  is  slowly  becoming  the  treatment  of 
choice  for  this  condition.22 

Miscellaneous  Cases 

This  group  contains  the  less  common  le- 
sions treated  and  those  cases  in  which  the 
technique  was  used  for  a new  application. 

Cystic  disease  of  the  mediastinum  and  peri- 
cardium was  treated  in  three  patients.  Com- 
plete resection  was  done  easily,  and  no  compli- 
cations occurred. 

Reflex  sympathetic  dystrophy  is  difficult  to 
diagnose,  and  the  diagnosis  is  generally  made 
in  a harried  and  agitated  patient  who  is  in  pain. 
VATS  thoracic  sympathectomy  is  a very  simple 
solution,  and  the  minimal  invasiveness  of  the 
procedure  is  a big  advantage  in  these  pain- 
ridden  patients.23  We  have  performed  this  pro- 
cedure successfully  in  two  patients;  both  have 
done  well,  although  follow-up  has  been  limited 
(six  and  nine  months,  respectively). 

An  exciting  extension  of  the  technique  is 
the  performance  of  esophagocardiomyotomy  for 
achalasia.  The  largest  experience  with  this 
innovation  is  from  Stanford  University.24  Our 
three  patients  have  had  an  excellent  early  re- 
sult with  return  to  full  diet  in  48  hours  and  a 
hospital  stay  of  two  days.  Our  first  patient  was 
able  to  resume  breast-feeding  48  hours  postop- 
eratively. 

Complications 

In  our  patients,  no  bleeding  episodes  have 
occurred  either  intraoperatively  or  postop- 
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eratively,  and  no  blood  transfusions  have 
been  required.  No  wound  infections  or  pro- 
longed air  leaks  have  occurred.  One  patient 
required  postoperative  ventilatory  support 
for  72  hours  following  wedge  resection  for 
bronchoalveolar  cell  carcinoma. 

In  his  article  in  the  use  of  thoracoscopy  in 
lung  cancer,  Kaiser  reported  a 2 percent  inci- 
dence of  major  bleeding.26  Three  patients  in 
his  series  had  immediate  thoracotomy  to  con- 
trol the  hemorrhage,  and  three  others  had 
delayed  thoracotomy  for  evacuation  of  sig- 
nificant hemothorax,  one  of  which  was  in- 
fected. He  also  reported  a 2 percent  incidence 
of  wound  infection  and  a 4 percent  incidence 
of  prolonged  air  leak,  both  of  which  were 
higher  than  the  incidence  reported  for  his 
routine  open  cases.  The  complication  rate  in 
our  series  is  much  lower. 

Summary 

VATS  was  performed  in  126  patients  at  the 
Medical  Center  of  Delaware  from  December 
1991  to  August  1993,  with  no  major  complica- 
tions and  no  mortality.  A definitive  diagnosis 
was  made  in  all  cases.  Results  with  VATS 
therapeutic  procedures  appear  to  equal  those 
of  the  standard  open  technique.  Operating 
time  was  comparable  to  that  with  the  open 
technique.  Length  of  stay  and  pain  and  suf- 
fering were  dramatically  reduced  when  com- 
pared with  those  associated  with  the  open 
technique. 

We  now  consider  VATS  to  be  the  pre- 
ferred procedure  in  cases  of: 

1.  Undiagnosed  pulmonary  infiltrate  in 
the  nonventilator-dependent  patient 

2.  Indeterminate  pulmonary  nodule 

3.  Undiagnosed  disease  of  the  pleural 
space 

4.  Recurrent  or  persistent  pneumothorax 

5.  Mediastinal  or  pericardial  cystic  tu- 
mors 

6.  Thoracic  sympathectomy 

7.  Selected  patients  requiring  esophago- 
cardiomyotomy. 

The  utilization  of  VATS  for  resection  of  a 
pulmonary  mass  in  patients  with  cardiopul- 
monary compromise  (i.e.,  FEV  < 1)  is  being 
studied. 
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Further  development  of  this  technique 
and  expansion  to  formal  pulmonary  resection 
and  cardiovascular  procedures  must  follow 
the  philosophy  presented  in  our  conclusion. 

The  place  of  VATS  in  the  management  of 
penetrating  thoracic  trauma  has  been  stud- 
ied at  several  centers,  with  excellent  results 
when  precise  guidelines  have  been  followed.23 
Obviously,  one-lung  anesthesia  is  not  well 
tolerated  when  a patient  is  in  profound  shock, 
but  if  the  patient  can  be  stabilized  before 
thoracotomy,  the  introduction  of  a camera  to 
diagnose  a carotid  or  internal  mammary  ar- 
tery laceration  or  to  staple  an  easily  acces- 
sible pulmonary  tear  could  obviate  the  need 
for  a thoracotomy  and  its  consequences  for 
the  patient.  Again,  as  in  all  surgical  opera- 
tions, common  sense  and  good  judgment  must 
prevail. 

Conclusion 

VATS  seems  best  suited  to  the  diagnosis  of 
malignant  disease  and  the  treatment  of 
benign  disease.  As  always,  the  ability  to 
perform  a procedure  does  not  necessarily 
confirm  its  appropriateness.  We  must  follow 
standard  surgical  principles  when  managing 
thoracic  disease.  If  the  disease  process  can  be 
managed  in  an  identical  manner  by  VATS 
as  it  would  have  been  by  an  open  thor- 
acotomy, VATS  is  appropriate  and  often 
superior.  If  the  operative  technique,  visu- 
alization, or  extent  of  resection  is  compro- 
mised, VATS  should  not  be  used. 
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RADIOGRAPH  OF  THE  MONTH 


Mark  Glazer,  MD 


Figure  1 


Figure  2 


A 45-year-old  female  presented  with  weakness,  numbness,  lower  back  pain,  and 
visual  complaints.  Proton  density  MRI  images  of  the  brain  are  shown.  What  is  your 
diagnosis? 


Dr.  Glazer  is  a senior  radiology  resident  at  the  Medical 
Center  of  Delaware. 
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Answer:  Multiple  Sclerosis  (MS) 

Predominately  affecting  young  female  adults 
of  Northern  European  descent,  MS  is  a com- 
mon neurologic  inflammatory  disorder  char- 
acterized by  demyelinated  plaques  scattered 
throughout  the  white  matter  (WM)  of  the 
central  nervous  system  (CNS).  Of  unknown 
etiology,  MS  can  be  a difficult  diagnosis  when 
patients  present  with  nonspecific  neurologic 
symptoms.  About  half  of  all  patients  complain 
of  weakness  and/or  numbness.  Other  symp- 
toms include  spasticity,  ataxia,  bladder  dys- 
function, frequency,  and  incontinence.  Some 
patients  may  present  with  only  sensory  in- 
volvement. A characteristic  pattern  of  remis- 
sion and  relapse,  with  symptoms  suggesting 
involvement  of  the  brain,  optic  nerves,  or 
spinal  cord  is  highly  suggestive  of  MS. 

Magnetic  resonance  imaging  (MRI)  is  now 
the  imaging  modality  of  choice  in  the  diagno- 
sis of  MS.  The  sensitivity  of  MRI  in  the  detec- 
tion of  MS  exceeds  all  other  tests,  including 
oligoclonal  bands,  somatosensory-evoked  po- 
tentials, visual-evoked  potentials,  and  com- 
puted tomography  (CT).  The  findings  of  MS 
are  best  seen  on  proton  density  and  T2- 
weighted  images.  This  technique  optimizes 
the  detection  of  lesions  adjacent  to  the  cere- 
brospinal fluid  in  the  periventricular  region. 
Tl-weighted  images  are  not  as  accurate  in 
the  detection  of  these  plaques.  MS  plaques 
show  prolonged  T1  and  T2  relaxation  times, 
and  thus  appear  hypointense  on  Tl-weighted 
images  and  hyperintense  on  T2-weighted 
images. 

While  usually  a WM  disease,  MS  can  be 
seen  in  gray  matter,  especially  at  the  tips  of 
gyri,  corpus  callosum,  caudate,  putamen, 
globus  pallidus,  thalamus,  and  dentate  nu- 
clei. Although  most  lesions  are  chronic  in 
nature  and  do  not  enhance  after  contrast 
administration,  active  inflammation  in  acute 
MS  plaques  will  enhance  and  is  usually  uni- 
form. Of  importance  is  the  fact  that  active 
enhancing  lesions  may  be  present  with  no 
clinical  symptomatology.  Asymptomatic  new 
lesions  detected  on  MRI  are  seldom  treated; 
the  goal  in  managing  MS  is  to  minimize  the 
length  and  severity  of  clinical  attacks.  En- 
hanced MR  imaging  can  not  be  reliably  used 
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to  assess  the  clinical  results  of  therapy,  as 
rapid  changes  can  occur  in  untreated  pa- 
tients, the  duration  of  enhancement  on  MRI 
is  quite  variable,  and  some  enhancing  lesions 
resolve  completely  without  any  therapy. 

The  characteristic  appearance  of  MS  on 
MRI  is  that  of  multiple  focal  periventricular 
lesions  with  T1  and  T2  prolongation,  irregu- 
lar outlines,  a “lumpy-bumpy”  appearance, 
and  size  usually  less  than  2.5  cm  long.  Le- 
sions can  be  homogenous,  or  may  have  a thin 
rim  of  relative  T2  hypointensity  or  T2 
hyperintensity.  The  majority  of  MS  patients 
have  at  least  some  lesions  that  are  ovoid  and 
perpendicular  to  the  long  axis  of  the  brain 
and  lateral  ventricles;  this  has  been  shown  to 
correlate  pathologically  with  perivascular 
demyelination  around  subependymal  veins. 

The  differential  diagnosis  of  multiple  ce- 
rebral WM  lesions  on  MRI  is  extensive  and 
includes  vascular  and  inflammatory  condi- 
tions of  the  CNS  such  as  white  matterischemia/ 
infarction,  “normal”  aging,  vascu-litis,  mi- 
graines, radiation  injury,  moyamoya  disease, 
acute  disseminated  encephalomyelitis,  subacute 
sclerosingpan encephalitis,  AIDS,  viral  encepha- 
litis, granulomatous  diseases  including 
sarcoidosis  and  tuberculosis,  and  various 
autoimmune  diseases.  In  addition, 
leukodystrophies,  central  pontine  myelinolysis, 
lymphoma,  and  head  trauma  must  also  be  con- 
sidered. When  considering  the  age  and  sex 
along  with  the  MR  imaging  findings,  it  has  been 
reported  that  experienced  neuroradiologists  can 
achieve  a 95  to  99  percent  specificity  when 
comparing  the  lesions  of  clinically  demonstrated 
MS  with  white  matter  changes  in  elderly  or 
hypertensive  patients. 
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SPECIAL  REPORT 


Contract  Issues  and  the  Practice  of  Medicine 


Philip  B.  Bartoshesky,  Esq. 


The  idea  for  this  special  report  originated 
with  the  president  of  the  Society.  It  parallels 
a similar  report  by  the  Michigan  State  Medi- 
cal Society,  which  has  authorized  the  use  of 
portions  of  its  report. 

This  report  attempts  to  make  members  of 
the  Society  aware,  in  a general  way,  of  con- 
tract issues  relevant  to  the  practice  of  medi- 
cine. We  are  fully  cognizant  that  we  are  about 
to  embark  on  uncharted  waters  which  may 
include  as  yet  undetermined  national  or  state 
health  plans,  integrated  health  systems,  man- 
aged care  plans,  agreements  between  or  among 
physicians  and  physician  groups,  and  other 
contractual  relationships  too  numerous  to 
enumerate. 

The  Medical  Society  has  initiated  its  Dela- 
ware Physicians’  Advocacy  Program  to  assist 
physicians  having  reimbursement  or  policy 
problems  with  Medicare,  Medicaid,  Blue  Cross/ 
Blue  Shield,  commercial  insurers  and  worker’s 
compensation  carriers.  This  special  report 
should  be  a helpful  adjunct  to  that  program. 

The  central  document  in  the  delivery  of 
physician  services  is  the  contract.  Contracts 
are  involved  in  all  third-party  payer  systems 
as  well  as  indirect  physician-patient  dealings. 

Contracts  between  physicians  and  patients 
without  the  intervention  of  a third  party  payer 
are  relatively  rare,  but  they  still  do  occur.  The 
typical  situation  occurs  when  the  patient  pre- 
sents for  care  without  health  insurance.  There 
usually  arises  an  implied  contract  in  this  situ- 


Mr.  Bartoshesky  is  an  attorney  with  Biggs  and 
Battaglia  in  Wilmington,  Delaware. 


ation.  That  is,  the  patient  desires  care,  pre- 
sents himself  or  herself  for  care,  care  is  ren- 
dered and  a bill  is  sent  or  payment  is  made  at 
the  time  of  service.  Frequently  the  terms  of 
care  and  payment  are  not  discussed.  The  law 
implies  a contract. 

Most  frequently  the  patient  presents  as  a 
member  of  a health  care  plan  — a plan  for 
which  the  physician  has  been  solicited,  has 
negotiated,  and  entered  a contract.  A contract 
is  a legally  enforceable  agreement  between 
two  or  more  parties.  Contracting  arrange- 
ments with  physicians  are  used  in  a variety  of 
situations.  For  example,  hospital-based  phy- 
sicians may  have  independent  contractor  or 
employment  contractual  relationships  with  a 
hospital.  Physicians  may  also  have  contrac- 
tual relationships  with  professional  corpora- 
tions or  partnerships  through  which  they  prac- 
tice or  with  other  entities  such  as  independent 
practice  associations.  Whatever  the  context, 
there  are  certain  essential  issues  that  a phy- 
sician must  be  aware  of  before  making  con- 
tract. 

A.  The  Parties 

All  contracts  should  accurately  identify  and 
describe  the  parties  to  the  agreement.  The 
parties  could  include  not  only  the  physician 
individually,  but  also  the  physician’s  profes- 
sional corporation  or  partnership,  if  appropri- 
ate. For  example,  if  a radiology  group  practices 
through  a professional  corporation  and  agrees 
to  provide  services  to  a hospital  on  an  inde- 
pendent contractor  basis,  the  contracting  par- 
ties would  normally  be  the  hospital  and  the 
group’s  professional  corporation. 
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B.  Recitals 

Recitals  are  statements  of  fact  on  which  the 
contracting  parties  agree.  These  facts  typi- 
cally document  the  intent  and  purposes  of  the 
contracting  parties.  Taking  the  example  of 
the  radiology  group  noted  above,  the  recitals 
in  such  a contract  would  indicate  that  the 
hospital  wishes  to  engage  the  group  to  pro- 
vide services  to  patients  in  the  hospital  and 
that  the  group  desires  to  provide  such  services. 
In  simple  agreements,  such  as  affiliation  agree- 
ments between  individual  physicians  and  cer- 
tain managed  care  plans,  recitals  are  often 
omitted. 

C.  Definitions 

Depending  on  the  complexity  of  the  agree- 
ment, certain  key  terms  may  be  defined  in  a 
separate  section  of  the  contract.  Setting  off 
defined  terms  in  a separate  section  may  not 
be  necessary  in  simpler  agreements,  in  which 
case  key  terms  may  be  defined  as  necessary 
within  the  body  of  the  agreement.  Defining 
terms  can  serve  various  purposes,  such  as 
convenience.  For  example,  a physician  may 
be  referred  to  as  the  “provider”  instead  of 
repeatedly  referencing  the  physician’s  indi- 
vidual name.  Defining  terms  can  also  help 
avoid  a potential  disagreement  over  the  mean- 
ing of  a term.  For  example,  services  to  be 
provided  pursuant  to  a managed  care  con- 
tract may  be  enumerated  under  the  defined 
term  “covered  services.”  Some  other  terms 
which  would  be  important  to  have  clearly 
defined  in  a managed  care  contract  would 
include:  “medically  necessary,”  “enrollee,” 
“evidence  of  coverage,”  “stop  loss,”  “co-pay- 
ment,”  and  “service  area.” 

D.  Physician’s  Obligations 

Each  contract  should  clearly  state  the 
physician’s  obligations.  Issues  that  should  be 
addressed  include  those  that  follow,  such  as 
defining  the  services  to  be  provided.  The 
physician’s  obligations  may  be  stated  in  a 
single  article,  or  they  may  be  spread  through- 
out the  contracting  agreement.  Care  should 
be  taken  to  ensure  that  the  contractual  lan- 
guage limits  and  defines  the  nature,  duration 
and  extent  of  the  physician’s  obligations.  The 
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following  include  those  essential  issues  that 
are  typically  addressed: 

1.  Professional  Services.  The  contract 
should  describe  all  professional  ser- 
vices to  be  provided  pursuant  to  the 
agreement.  This  may  include  the  pro- 
vision of  patient  care  as  well  as  par- 
ticipating in  utilization  and  quality 
assurance  activities.  If  additional  ser- 
vices are  to  be  provided,  they  should 
likewise  be  enumerated.  These  ser- 
vices may  include  administrative, 
educational  and  other  activities.  If 
necessary,  the  contract  should  define 
the  location  and  time  of  day  during 
which  services  are  to  be  provided,  and 
which  party  is  responsible  for  provid- 
ing equipment  or  supplies. 

2.  Licensure.  The  other  contracting 
party  will  typically  require  the  physi- 
cian to  hold  an  unrestricted  state 
license  and  appropriate  FDA  regis- 
tration to  prescribe  medications.  The 
contract  may  require  the  physician  to 
offer  evidence  of  such  licensure  and 
registration,  or  to  represent  in  the 
contract  that  he  or  she  possesses  such 
licensure  and  registration. 

3.  Specialty  Board  Certification/Eli- 
gibility and  Medical  Staff  Mem- 
bership. This  is  another  typical  obli- 
gation that  certain  entities,  such  as 
hospitals,  will  require  of  physicians. 
In  situations  where  Board  certifica- 
tion is  lacking,  attempts  may  be  made 
to  satisfy  this  criteria  by  demonstrat- 
ing quality  and  years  of  practice. 

4.  Professional  Liability.  Hospitals 
and  managed  care  entities  will  often 
require  physicians  to  have  malprac- 
tice insurance  with  certain  minimum 
coverage  limits  and  to  provide  evi- 
dence of  such  coverage.  The  contract 
should  define  the  minimum  coverage 
limits  and  not  leave  this  determina- 
tion to  the  discretion  of  the  other  party. 
In  addition,  if  the  other  party  requires 
the  physician  to  disclose  past  liability 
history,  the  contract  should  enumer- 
ate the  time  period,  which  should  be 
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reasonable  in  length,  limit  the  types 
of  activities  subject  to  disclosure,  such 
as  settlements  resulting  in  monetary 
payments,  and  define  the  type  of  in- 
formation required  to  be  disclosed. 
Where  insurance  coverage  is  required, 
the  physician  should  require  his  or 
her  broker  to  verify  compliance  with 
the  requirement. 

5.  Minimum  Patient  Load.  Typically, 
managed  care  contracts  will  require 
physicians  to  agree  to  accept  and  main- 
tain a minimum  number  of  patients. 
The  contract  should  make  this  subject 
to  the  physician’s  reasonable  capacity 
to  serve  these  patients. 

6.  Miscellaneous.  Other  typical  re- 
quirements include  the  physician’s 
agreement  to  adhere  to  professional 
and  ethical  guidelines,  to  participate 
in  certain  managed  health  care  plans, 
or  to  maintain  membership  in  a pro- 
fessional corporation  or  physician 
partnership. 

E.  Other  Party’s  Obligations 

The  contract  should  likewise  define  the  obli- 
gations of  the  other  party.  These  obligations 
may  include  the  payment  of  compensation  to 
the  physician  for  the  provision  of  professional 
services,  to  perform  administrative,  claims 
processing,  accounting  or  other  functions 
necessary  for  the  administration  of  the  agree- 
ment, or  to  coordinate  professional  review 
activities  relating  to  credentialing,  quality 
assurance  and  utilization  management. 

F.  Reimbursement 

The  other  party’s  obligation  to  compensate 
the  physician  should  be  stated  clearly  in  the 
contract.  The  contract  should  enumerate  the 
method  by  which  compensation  will  be  deter- 
mined (e.g.,  fee  for  service,  fee  schedule,  or 
capitation)  and  the  time  period  in  which  pay- 
ments will  be  made.  In  managed  care  and 
other  plans,  physicians  are  typically  reim- 
bursed within  a specified  time  period  follow- 
ing the  receipt  of  a clean  claim.  A “clean 
claim”  is  generally  considered  to  be  a claim  for 
which  all  documentation  necessary  to  process 


Del  Med  Jrl,  March  1994,  Vol  65,  No  3 


the  claim  has  been  received.  The  contract 
should  also  describe  the  circumstances  and 
limit  the  time  period  in  which  post  payment 
audits  or  refund  requests  may  be  made. 

Typical  reimbursement  methods  are  as 
follows: 

1.  Fee  for  service.  Fee  for  service  typi- 
cally refers  to  the  physician’s  usual  or 
customary  charge  for  a service. 

2.  Fee  Schedule.  Many  managed  care 
entities,  such  as  HMOs  and  PPOs, 
compensate  physicians  on  the  basis  of 
an  announced  fee  schedule  establish- 
ing the  fee  that  the  plan  will  pay  for 
covered  services.  Plans  will  typically 
pay  the  lesser  of  the  physician’s  cus- 
tomary charge  or  fee  schedule  amount. 

3.  Capitation.  This  is  a fixed  per  pa- 
tient monthly  payment  made  to  a phy- 
sician to  cover  the  cost  of  all  services 
that  the  patient  will  require  for  that 
month.  Capitation  is  a form  of  risk- 
sharing because  the  physician  bears 
the  financial  risk  that  the  capitation 
payment  will  cover  the  cost  of  all  cov- 
ered services  necessary  for  that  mem- 
ber in  a given  month. 

4.  Risk  Withholds.  Risk  withholds, 
another  form  of  risk  sharing,  are 
used  by  managed  care  entities  to  pro- 
vide physicians  with  incentives  to 
reach  certain  utilization  goals.  Under 
a risk  withhold,  a physician  will  re- 
ceive a fixed  percentage  of  the  reim- 
bursement due,  such  as  8.5  percent  of 
a fee  schedule  amount,  with  the  re- 
maining percentage  withheld  by  the 
payor.  If  at  the  end  of  the  plan’s  fiscal 
year  pre-established  utilization  and 
cost  savings  goals  are  satisfied,  the 
physician  is  eligible  for  the  payment 
of  all  or  a pro  rata  share  of  the  with- 
held amount. 

5.  Incentive  Payments.  Incentive  pay- 
ments are  often  coupled  with  risk  with- 
holds. Under  an  incentive  payment 
program,  physicians  who  satisfy  with- 
hold utilization  goals  are  eligible  for 
incentive  payments  when  additional 
utilization  goals  are  satisfied. 
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G.  Billing  Practices 

In  managed  care  and  other  plans,  physicians 
are  typically  required  to  submit  claims  to  a 
third-party  payer  for  processing  and  pay- 
ment. Typically,  claims  must  be  submitted 
within  a fixed  time  period  following  the  date 
of  service.  The  failure  to  do  so  may  render  the 
claim  unpayable.  Managed  care  contracts  will 
typically  contain  language  precluding  bal- 
ance billing,  which  means  that  the  physician 
agrees  to  look  solely  to  the  plan  for  the 
payment  of  covered  services,  except  for  ap- 
plicable co-payments,  co-insurance,  or 
deductibles  or  when  noncovered  services 
are  provided. 

H.  Covenants  Not  to  Compete 

Employment  agreements  and  agreements  for 
the  sale  of  a practice  may  contain  a covenant 
not  to  compete.  In  the  employment  context,  a 
covenant  not  to  compete  limits  an  employee’s 
ability  to  work  in  a specified  geographical 
area  for  a certain  period  of  time  following  the 
employee’s  separation  from  employment. 
Similarly,  a covenant  not  to  compete  will 
limit  the  seller  of  a practice  from  competing 
with  the  purchaser  in  a specified  area  for  a 
certain  period  of  time  following  the  sale  of  the 
practice.  Under  Delaware  law,  (6  Del.C.  § 
2707)  a covenant  not  to  compete  provision  in 
a physician’s  employment  agreement  which 
restricts  the  right  of  a physician  to  practice  in 
a particular  locale  and/or  for  a definite  period 
of  time  is  void.  Provisions  which  require 
payment  of  damages  in  an  amount  which  is 
reasonably  related  to  the  injury  suffered  by 
reason  of  the  termination  of  such  an  agree- 
ment, including  damages  related  to  compe- 
tition, are  enforceable. 

In  addition,  it  is  permissible  to  have  pro- 
visions which  forbid  an  employee  to  utilize 
the  employer’s  proprietary  information  to  com- 
pete with  the  employer. 

I.  Indemnification 

Contractual  indemnification  is  typically  an 
issue  when  physicians  are  providing  services 
as  independent  contractors.  “Contractual  in- 
demnification” means  that  one  party  agrees 
to  hold  another  free  from  liability  and  to 
reimburse  that  party  for  any  losses  within  the 
scope  of  the  indemnification  agreement.  For 
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example,  a managed  care  plan  contracting 
with  a physician  as  an  independent  contrac- 
tor wall  typically  request  that  the  physician 
agree  to  indemnify  the  plan  against  any  vi- 
carious liability  resulting  from  any  profes- 
sional negligence  of  the  physician. 

From  the  physician’s  point  of  view,  con- 
tractual indemnification  is  objectionable.  Mal- 
practice insurance  policies  generally  exclude 
coverage  for  liabilities  assumed  by  contract. 
Moreover,  indemnification  is  often  unneces- 
sary. A party  such  as  a hospital  or  HMO  that 
is  vicariously  liable  for  the  negligence  of  a 
physician  has  a common  law  right  to  sue  for 
indemnification.  In  an  independent  contrac- 
tor context,  vicarious  liability  may  be  pre- 
mised on  the  theory  that  the  other  party  held 
the  physician  out  to  be  its  actual  or  ostensible 
agent  when,  in  fact,  the  physician  was  an 
independent  contractor. 

If  a physician  does  agree  to  contractual 
indemnification,  the  indemnification  provi- 
sion should  be  limited  in  scope  and  should  be 
clearly  defined.  The  indemnification  should 
be  triggered  only  by  the  physician’s  fault.  A 
broader  provision  would  require  indemnifi- 
cation without  fault  which  is  totally  objec- 
tionable. Before  a physician  agrees  to  an 
indemnification  provision,  the  provision 
should  be  reviewed  by  the  physician’s  profes- 
sional liability  insurer  to  make  sure  that  if 
the  physician  does  assume  a potential  liabil- 
ity, it  is  covered  by  his  liability  insurance. 
Consideration  should  also  be  given  to  an  in- 
demnification provision  for  the  benefit  of  the 
physician  for  liability  arising  out  of  the  fault 
of  the  other  party.  For  example,  an  HMO 
should  stand  behind  any  liability  resulting 
from  its  interference  with  the  physician’s 
medical  judgment. 

J.  Autonomy  of  Professional  Judgment 

Employment,  independent  contractor,  and 
managed  care  agreements  should  contain  a 
provision  providing  that  there  shall  be  no 
interference  with  the  physician’s  exercise  of 
professional  judgment.  The  law  recognizes 
that  physicians  alone  are  qualified  to  and 
have  the  responsibility  for  exercising  sound 
medical  judgment.  Any  interference  with  this 
by  nonphysicians  violates  state  licensure  laws, 
the  doctrine  precluding  the  corporate  prac- 
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tice  of  medicine,  and  public  policy.  The  physi- 
cian should  keep  in  mind  at  all  times  that  his 
or  her  responsibility  (standard  of  care)  to  the 
patient  cannot  be  limited  by  third-party  con- 
tract. 

K.  Term,  Termination  and  Renewal 

The  contract  should  state  its  effective  date, 
the  length  of  its  term,  and  whether  it  is 
subject  to  renewal,  either  automatically  or  by 
some  other  mechanism.  The  contract  should 
also  state  the  manner  in  which  it  may  be 
terminated,  which  may  be  of  cause  or  no 
cause,  whether  termination  requires  advance 
written  notice,  and  if  so,  applicable  period  of 
time;  what  acts  or  omissions  constitute  a 
default  or  breach  of  the  agreement,  and 
whether  there  are  applicable  remedies,  such 
as  a cure  provision  or  an  agreement  to  arbi- 
trate. The  contract  should  also  state  the  par- 
ties' rights  and  obligations  upon  termination. 

L.  Anti-Discrimination 

Anti-discrimination  clauses  are  typical  and 
generally  provide  that  physicians  shall  pro- 
vide services  according  to  generally  accepted 
standards  of  medical  care  and  without  regard 
to  a patient’s  race,  sex,  national  origin,  health 
status,  or  religion. 

M.  Insurance 

Contracts  should  address  whether  the  physi- 
cian is  covered  under  the  other  party’s  corpo- 
rate insurance  policies  or  if  the  physician  is 
required  to  maintain  such  insurance.  Cover- 
age issues  include  third-person  liability,  pre- 
mises liability,  and  worker’s  compensation. 
The  contract  should  define  minimum  cover- 
age limits  and  any  required  form  of  proof.  In 
any  event,  the  physician’s  insurance  broker 
should  be  asked  to  review  the  insurance  poli- 
cies to  make  sure  there  is  no  gap  in  coverage. 

N.  Access  to  Books  and  Records 

Contracts  will  typically  require  physicians  to 
permit  access  to  their  books  and  records, 
including  access  to  patient  medical  records, 
for  which  services  are  being  provided.  The 
contract  should  state  that  the  party  desiring 
access  shall  obtain  and  present  to  the  physi- 
cian written  patient  releases,  and  that  in- 
spection will  be  conducted  during  normal 
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business  hours  and  upon  advance  notice 
within  a specified  time  period.  The  physician 
should  also  have  the  right  to  inspect  perti- 
nent documents  of  the  other  party  upon  the 
same  general  conditions.  The  contract  should 
also  specify  the  length  of  time  for  which  the 
physician  is  required  to  maintain  records. 
The  agreement  should  also  indicate  which 
party  must  pay  the  cost  of  copying  records. 

O.  Miscellaneous  Provisions 

Miscellaneous  issues  that  should  also  be  ad- 
dressed in  the  contract  include  the  following: 

1.  Notices.  The  provision  states  the  ad- 
dresses and  individuals  to  whom  any 
notices  required  under  the  contract 
shall  be  required. 

2.  Assignment  Clauses.  This  indicates 
whether,  and  if  so,  the  circumstances 
under  which  the  contract  may  be  as- 
signed. 

3.  Integration  Clause.  This  clause  in- 
dicates that  the  parties  intend  the 
written  contract  to  be  the  final  ex- 
pression of  their  agreement  and  that 
any  prior  or  contemporaneous  agree- 
ments are  discharged. 

4.  Waiver  and  Severability.  This  pro- 
vides that  the  waiver  by  a party  of  a 
breach  by  the  other  shall  not  operate 
as  the  waiver  of  any  subsequent 
breach,  and  that  if  any  provision  of 
the  contract  shall  be  held  void  and 
unenforceable  by  a court,  the  remain- 
der of  the  contract  shall  be  enforced. 

5.  Governing  Law.  This  indicates  the 
applicable  substantive  law  under 
which  the  contract  shall  be  construed 
and  enforced  (usually  Delaware  law). 

6.  Amendments.  This  provision  defines 
the  manner  in  which  the  contract  may 
be  amended. 

P.  Signature  Block 

There  should  be  one  signature  block  for  each 
party.  The  name  on  the  signature  block  should 
be  identical  to  the  name  of  the  party  as  stated 
at  the  beginning  of  the  contract.  In  addition, 
there  should  be  two  separate  signature  lines 
for  the  two  individuals  who  witness  the  ex- 
ecution of  the  contract. 
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MEDLAB  AND  MAYO  MEDICAL  LABORATORY 
AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory 


Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  the  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior 
local  service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


• Same  day  hard  copy  reports  on 
morning  specimens 

• Convenient  twice  a day  courier  service 

• Four  hour  turnaround  time  on 
routine  tests 

• Complete  menu  of  esoteric  tests 
from  Mayo 


• Pathologists  and  supervisors 
available  or  for  consultation  from 
both  labs  on  your  laboratory  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Letter,  Mayo 
Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications,  free,  courtesy 
of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  the  greater  Philadelphia  area. 


CLINICAL  TESTING  INC. 


. BECAUSE  QUALITY  IS  ESSENTIAL® 


P.O.Box  10770  • Wilmington,  Delaware  1 9850 


(302)  655-LABS 


SPECIAL  REPORT 


Medical  Society  of  Delaware  Insurance  Services,  Inc. 
Report  to  the  Stockholders 


William  H.  Duncan,  MD 


PHICO  Insurance  Company  is  a company 
that  most  Delaware  physicians  recognize  as 
one  of  the  earliest  entries  into  Delaware  dur- 
ing the  medical  malpractice  insurance  crisis 
of  the  late  1970s  and  early  1980s.  MSDIS  and 
PHICO  have  forged  a strong  relationship  for 
more  than  10  years.  During  that  time  PHICO 
has  offered  Delaware  physicians  a stable  and 
responsive  insurance  program. 

This  relationship  began  in  1982  when 
PHICO  (then  the  Pennsylvania  Casualty  Com- 
pany) was  endorsed  by  the  Medical  Society  of 
Delaware.  From  this  beginning  and  continu- 
ing today  this  company  has  provided  a profes- 
sional liability  program  that  includes  broad 
coverages  and  a dividend  plan  for  good  loss 
experience.  PHICO  also  has  a proven  track 
record  in  its  commitment  to  risk  manage- 
ment, and  has  shown  solid  financial  stability. 

As  noted,  by  the  late  1970s  many  malprac- 
tice carriers  had  withdrawn  from  the  Dela- 
ware market  because  of  escalating  losses. 
Delaware  health  care  providers  desperately 
looked  for  adequate  insurance.  At  that  time, 
the  Society  determined  to  take  the  lead  to 


Dr.  Duncan  is  president  of  the  Medical  Society  of  Dela- 
ware Insurance  Services,  Inc. 

(Editor’s  Note:  This  is  the  second  in  a series  of 
articles  about  the  Society’s  insurance  subsidiary. 
The  first  article  [Del  Med  Jrl,  July  1993]  described 
the  first  10  years  of  MSDIS,  its  current  status, 
organization  and  future  plans.  This  article  and 
those  to  follow  will  describe  the  different  insur- 
ance products  offered  by  the  subsidiary.) 
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assure  Delaware  doctors  that  quality  mal- 
practice insurance  would  always  be  available 
at  reasonable  cost,  while  reducing  the  inci- 
dence of  malpractice  and  stabilizing  profes- 
sional liability  costs. 

Over  the  years,  the  Medical  Liability  In- 
surance Committee  of  the  Society  has  been 
responsible  for  this  activity  and  has  also  been 
utilized  by  PHICO  for  peer  review,  risk  man- 
agement activities  and  analysis  of  individual 
physicians  regarding  claims  and  underwrit- 
ing. These  functions  are  complementary  to 
PHICO’s  strong  commitment  to  risk  manage- 
ment; for  the  past  three  years,  the  company 
has  offered  its  “Risk  Prevention  Skills”  work- 
shop and  an  independent  home  study  course 
to  teach  physicians  about  preventing  malprac- 
tice claims.  The  company’s  risk  management 
representatives  also  provide  service  visits  to 
consult  with  Delaware  physicians  in  high-risk 
specialty  areas. 

PHICO’s  program  is  unique  in  many  ways. 
It  rewards  physicians’  good  claims  experience 
through  a dividend  plan.  For  three  consecu- 
tive years,  1991,  1992  and  1993,  a total  of 
more  than  $1.2  million  was  paid  to  Delaware 
PHICO  insureds.  PHICO  is  a company  that 
publicly  states  its  commitment  to  Delaware 
physicians  and  supports  that  commitment  by 
annual  meetings  with  the  Society  and  MSDIS 
to  discuss  their  possible  rate  increases  or 
decreases.  And,  in  recent  years  it  has  been 
the  latter,  in  that  PHICO’s  rates  have  actu- 
ally decreased  5 percent  since  1990. 

Other  program  components  provide  a re- 
duced malpractice  premium  of  15  percent  for 
doctors  with  no  claims  over  the  prior  36-month 
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period.  PHICO  also  takes  25  percent  off  first- 
year  malpractice  rates  for  “new”  physicians 
coming  out  of  residency  training  and  contin- 
ues eligibility  for  a 15  percent  credit  in  the 
second  year  and  in  subsequent  years  if  the 
physicians’  claims  record  remains  clean.  Phy- 
sicians may  also  take  advantage  of  a premium 
financing  program  and  pay  their  premiums  in 
10  interest-free  installments  instead  of  four, 
in  an  effort  to  assist  physicians  in  improving 
their  cash  flow.  The  company  also  provides 
the  Death,  Disability  and  Retirement  (DD&R) 
benefit  to  the  “umbrella”  (excess  insurance) 
policies  at  no  additional  premium. 

To  make  it  easier  for  physicians  leaving 
claims-made  coverage  to  select  PHICO  in- 
surance, the  company  offers  a “prior  acts 
endorsement”  (subject  to  underwriting 
guidelines  and  approval)  that  eliminates 
the  need  to  buy  “tail”  coverage  from  the 
previous  insurer.  The  company  has  also  added 
another  new  coverage  feature.  Solo  practitio- 
ners may  now  insure  their  corporations 
against  malpractice  claims  within  their  indi- 
vidual policy  limits  for  no  extra  premium 
charge.  Solo  practitioners  also  have  the  op- 
tion to  purchase  separate  policy  limits  to 
protect  their  corporations  for  an  additional 
charge. 

Through  MSDIS,  PHICO  hopes  to  expand 
its  programs  in  Delaware  over  the  next  sev- 
eral years. 

Physicians  with  interest  in  or  questions 
concerning  PHICO  insurance  and  those  in- 
terested in  making  MSDIS  their  PHICO  bro- 
ker of  record  should  call  Medical  Society  of 
Delaware  Insurance  Services,  Inc.,  at  (302) 
571-0986. 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkytamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  tt  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon5  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  .1  tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Annual  Report 


E.  Wayne  Martz,  MD 


The  Delaware  Board  of  Medical  Practice 
(Board)  is  an  arm  of  the  state  government, 
and  its  role,  mission  and  responsibility  is  the 
protection  of  the  public  — from  unqualified, 
improper  or  unethical  medical  practice.  Al- 
though the  news  media  tend  to  view  this  as 
the  investigation  and  prosecution  of  com- 
plaints against  doctors,  there  is  a lot  more  to 
the  work  of  the  Board  than  that.  This  is 
intended  as  a summary  or  annual  report  of 
the  work  of  the  Board  for  1993,  which  in- 
cludes complaints.  Total  staff  is  one  director 
and  two  part-time  persons. 

Licensing 

First,  and  in  many  ways  most  important,  is 
the  licensing  of  properly  qualified  physicians. 
In  1993,  this  involved  the  issuance  of  220  new 
licenses,  the  renewal  of  2,413  old  licenses  and 
the  granting  of  institutional  licenses  to  252 
residents.  Each  new  license  involved  the  veri- 
fication of  medical  school  graduation  and  resi- 
dency, clearance  from  every  state  in  which 
the  doctor  is  already  licensed,  the  confirma- 
tion of  examination  scores,  review  of  letters  of 
recommendation,  and  AMA  or  other  national 
clearance  plus  two  Board  interviews.  Renew- 
als involved  the  mailing  of  2,413  notices  and 
renewal  forms,  their  tabulation  on  return 
and,  in  August,  the  identification  and  notifi- 
cation (by  certified  mail)  of  479  physicians 
who  had  failed  to  renew.  I must  admit  there 


Dr.  Martz  is  executive  director  of  the  Board  of  Medical 
Practice. 
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have  been  a number  of  comments  about  the 
responsibility  of  physicians  who  fail  to  renew 
their  licenses. 

Residents  in  accredited  residency  pro- 
grams are  granted  “institutional”  licenses 
which  allow  them  to  participate  in  their  resi- 
dency, but  must  be  renewed  annually.  Since 
some  come  and  go  at  odd  dates,  or  qualify  for 
and  get  regular  licenses,  it  is  difficult  to  keep 
these  current.  We  have  developed  a system 
which  should  work,  but  any  system  tends  to 
malfunction  unless  it  gets  constant  attention. 
At  least  at  the  moment  it  is  up  to  date. 

Publicity/Public  Relations 

Just  as  important  as  the  licensure  function  is 
getting  the  word  out,  both  to  the  public  and  to 
the  medical  profession.  We  need  to  at  least 
make  an  effort  to  reassure  the  public  of  our 
(hopefully)  unbiased  activities  and  how  to 
contact  us.  You  who  meet  the  public  on  the 
front  line  of  service  day  by  day  are  probably 
our  best  defense.  I think  the  polls  still  show 
that  although  people  may  feel  negative  about 
the  “medical  profession,”  they  feel  positive 
about  their  own  doctor. 

We  stay  in  touch  with  the  news  media  on 
a regular  basis,  have  had  a few  favorable 
mentions  of  our  activities  and  at  least  one 
favorable  TV  exposure  (Paul  Norton,  channel 
VI,  Saturday  morning).  Our  features  in  the 
Delaware  Medical  Journal  (eight  in  1993)  at 
least  keep  the  professional  aware  of  us,  and 
the  fact  that  most  of  our  legislators  have 
chosen  to  receive  the  Journal  may  help.  We 
published  the  names  of  all  the  residents  in 
training  in  our  hospitals  last  summer,  in 
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hopes  that  some  of  you  looking  for  partners  or 
associates  or  who  know  of  practice  opportuni- 
ties in  the  state  will  at  least  have  a name  to 
contact  to  try  to  keep  some  of  them  here  for 
practice. 

Finally,  we  are  preparing  a brochure  de- 
scribing the  disciplinary  activities  of  the 
Board,  which  will  be  widely  available.  It  is 
beyond  the  “first  draft”  stage  and  should  be 
ready  before  summer. 

Inter-relationships 

The  development  and  implementation  of 
health  care  delivery  systems  in  the  state  is 
becoming  increasingly  important  and  com- 
plex. There  is  no  overall  governing  agency, 
and  everything  depends  on  a myriad  of  people, 
institutions,  organizations  and  other  health 
professionals  to  be  sure  that  the  whole  is  kept 
in  reasonable  balance,  that  it  is  carefully 
reviewed  for  safety  and  properly  monitored 
and  disciplined  to  assure  high-quality  care. 

Obviously  one  of  the  organizations  the 
Board  works  closely  with  is  the  Medical  Soci- 
ety of  Delaware  (MSD),  which  represents  80 
percent  of  the  practicing  physicians  of  the 
state.  In  contrast  to  the  MSD,  the  Board  itself 
tends  to  avoid  political  involvement,  but  from 
time  to  time  it  sees  a need  for  revision  of 
statutes  or  rules  for  more  effective  operation, 
and  the  MSD  helps  in  this. 

The  Board  also  needs  help  for  certain 
functions  that  require  more  staff  or  wider 
representation  than  the  Board  is  capable  of. 
The  long-standing  example  of  this  is  the  Phy- 
sicians’ Health  Committee  (PHC),  which  moni- 
tors doctors  with  health  or  emotional  prob- 
lems or  substance  abuse.  The  executive  direc- 
tor of  the  Board  is  in  regular  monthly  contact 
with  the  PHC  to  assure  compliance. 

The  Medical  Advisory  Committee  was  de- 
veloped by  and  with  the  MSD  in  1993  and 
consists  of  doctors  of  all  specialties,  willing  to 
review  records  as  experts  and  advise  the  Board 
on  quality  of  care  issues.  If  the  Board  had  to 
pay  these  experts,  operational  costs  would  be 
greatly  increased.  Since  these  costs  are  borne 
entirely  by  licensure  fees,  this  saves  money. 
In  other  states  typical  licensure  renewal  is 
around  $400,  but  Delaware  is  $169  every  two 
years. 
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The  Board  has  reviewed  protocols  for  vari- 
ous organizations  for  those  situations  in  which 
Advanced  Practice  Nurses,  Physician  Assis- 
tants and  others  may  be  called  upon  to  pro- 
vide care  without  the  direct  supervision  of  a 
physician.  These  have  included  in  the  past 
year  the  University  of  Delaware  Student 
Health  Service,  the  Division  of  Public  Health 
Nurse-Midwife  Program  in  Seaford,  the  Acu- 
puncture-Detox Program  of  Kent-Sussex, 
Correctional  Medical  Systems,  the  Nanticoke 
Primary  Care  Plan,  Family  and  Children’s 
Services,  and,  to  some  extent,  St.  Andrew’s 
School. 

The  Board  is  currently  working  with  other 
health  professionals  such  as  with  the  Board  of 
Nursing  and  Board  of  Pharmacy  for  revision 
of  the  Nurse  Practice  Act,  as  well  as  with  a 
group  of  health  professionals  in  a Chemical 
Dependency  Task  Force,  developing  the 
equivalent  of  medicine’s  Physicians’  Health 
Committee,  to  monitor  substance  abuse  prob- 
lems. 

During  1993,  a contract  was  signed  with 
West  Virginia  Medical  Institute,  and  we  par- 
ticipated in  a federal  review  of  the  National 
Practitioner  Data  Bank.  Indication  are  that 
there  will  be  more  interaction  with  the  fed- 
eral government  in  the  future. 

Finally,  in  the  past  year  the  Board  has 
secured  one  statutory  change  and  six  modifi- 
cations of  the  rules  and  regulations  under 
which  it  works.  The  statutory  change  allows 
the  Board  to  communicate  with  other  state 
boards  about  physicians  under  investigation. 
The  rules  changes  have  been:  (l)out-of-state 
physicians  without  Delaware  licenses  may 
participate  in  teaching  procedures  (cannot 
charge  the  patient);  (2)lighten  the  overtight 
restrictions  on  prescribing  stimulants  (e.g., 
amphetamines)  for  legitimate  uses;  (3)approve 
the  use  of  USMLE  examinations  for  licensure; 

(4) approve  “Fifth  Pathway”  regulations  for 
U.S.  citizens  studying  medicine  aboard; 

(5) adopt  75  as  the  acceptable  passing  grade 
on  the  FLEX  weighted  average;  and  (6)remove 
the  grandfather  clause  in  protocol  reviews. 

Complaints  and  Investigations 

No  matter  how  much  we  call  attention  to  the 
other  important  work  the  Board  does,  the 
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Summary  of  Complaints  as  of  January  1, 1994 

Nature 

Open 

Hearings 

of 

Under 

Final 

Year 

£ 

Cnmnlaint 

Closed 

Bsaolrad 

Invest 

Sched.  Comnleted 

Action 

1991 

3 

Abandon, 

1 

Quality, 

1 

Overcharge 

1 

1992 

2 

Misdemeanors 

1 

1 

1993 

18 

Malpractice 

15 

3 

17 

Overcharge 

8 

5 

4 

15 

Quality  of  Care 

12 

3 

12 

Personality 

Conflict 

8 

4 

10 

Record 

Disputes 

6 

4 

6 

Misdemeanors 

2 

3 

1 

2 

Substance  Abuse 

l 

1 

12 

Miscellaneous 

8 

2 

2 

1993 

Total 

92 

53 

14 

24 

1 

interest  of  the  public  and  the  medical  commu- 
nity always  centers  on  complaints  and  disci- 
plinary actions.  During  1993,  disciplinary 
actions  were  completed  against  two  Delaware 
licensed  physicians  and  a third  was  denied 
reinstatement  of  a previous  license.  One  of 
the  two  signed  a consent  order  not  to  do  a 
particular  type  of  surgery  unless  and  until  he 
obtained  further  training,  and  the  other,  pre- 
viously convicted  of  a felony  and  imprisoned, 
was  meted  out  his  “medical”  punishment  of 
licensure  suspension,  probation  and  commu- 
nity service. 

By  the  end  of  1993,  there  were  only  five 
complaints/investigations  remaining  from  pre- 
vious years  — three  from  199 1 and  two  from 
1992.  Of  the  three  from  1991,  the  final  hear- 
ing for  one  had  been  completed  and  awaited 
final  action,  and  the  hearing  for  a second  was 
scheduled.  The  third  was  still  in  investiga- 
tory preparation.  Of  the  two  from  1992,  the 
final  hearing  for  one  had  been  completed,  and 
a plea  bargain  was  contemplated  for  the  other 
(since  completed). 

During  calendar  year  1993,  a total  of  92 
complains  were  received.  Twenty-four  of  these 


are  still  open  and 
under  investigation, 
10  of  these  having 
only  been  received 
in  December.  Fifty- 
three  complaints 
were  closed  as  not 
rising  to  a level  to 
merit  prosecution. 
An  additional  15 
were  what  I would 
call  “resolved.” 
These  were  mostly 
disputes  over  who 
should  have  patient 
records  (easily  re- 
solved), though  a 
few  were  complaints 
about  charges  in 
which  the  doctor 
cancelled  the  charge 
or  greatly  reduced  it. 
The  largest  num- 
ber of  complaints 
arose  from  National  Practitioner  Data  Bank 
(NPDB)  reports  of  malpractice  action  (18),  all 
of  which  the  Board  is  required  to  investigate. 
The  largest  portion  of  these  were  settlements 
rather  than  awards,  and  without  getting  into 
the  merit  or  demerit  of  each,  the  concern  of 
the  Board  was  whether  there  might  be  “a 
pattern  of  practice  that  could  be  hazardous  to 
the  public.”  Usually  there  was  not,  and  all  but 
three  of  these  have  been  closed. 

The  next  largest  group  (17)  concerned 
overcharging.  These  are  often  difficult  to  re- 
solve, and  four  are  still  open.  In  another 
three,  the  charges  were  cancelled,  and  in  four 
they  were  reduced.  For  the  remaining  six,  the 
charge,  though  large,  was  felt  to  be  justifi- 
able. 

In  15  the  complaint  was  quality  of  care.  In 
seven  of  these,  the  charge  was  not  borne  out 
by  the  facts,  and  they  were  promptly  closed. 
In  eight  there  was  some  degree  of  justifica- 
tion and  three  of  these  are  still  under  inves- 
tigation. Three  were  single  incidents,  evident 
only  in  hindsight,  and  like  single  malpractice 
suits,  not  indicative  of  a pattern  of  care.  In 
the  other  two  cases  the  doctors  have  been 
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“counseled”  (chastised),  as  the  errors  were  of 
low  degree  and  too  difficult  to  define  for  pros- 
ecution. 

There  were  12  in  which  the  complaint  was 
triggered  by  a personality  conflict  or  flare  up 
of  tempers.  About  one-third  of  the  time  it 
appeared  the  doctor  may  have  been  at  fault; 
about  one-third  his  or  her  staff,  and  about 
one-third  an  overly  contentious  patient.  Two 
complaints  involved  medical  records,  which 
can  usually  be  resolved  rather  promptly.  Six 
complaints  were  misdemeanors  and  four  of 
these  are  still  under  active  investigation.  One 
was  referred  to  the  Physicians’  Health  Com- 
mittee, and  one  was  an  attempt  to  reopen  an 
old  charge  previously  resolved  in  court.  Two 
involved  substance  abuse  and  these  are  pres- 
ently in  remission  and  tightly  monitored. 

The  remainder  were  a miscellaneous  group 
which  included  such  unprofessional  conduct 
as  abandonment  or  refusal  to  see  a patient 
(4),  failure  to  get  consent  for  a procedure  (2), 
practicing  without  a license  (2),  and  breach  of 
patient  confidence  (1). 

The  investigation  and  prosecution  of  seri- 
ous complaints  is  a long  and  arduous  process, 
full  of  legal  restrictions,  delays  and  caveats. 
Limited  staff  and  budget  and  the  press  of 
other  responsibilities  of  the  Board  slow 
progress  even  more,  but  we  are  finally  getting 
to  a point  where  we  can  see  an  end  to  the  old 
backlog  and  can  devote  more  attention  to 
current  cases. 


BRANDYWINE  IMAGING  CEN1ER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 
Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 

Low-dose  state-of-the-art  film  screen 
Mammography 

OB/gyn  Ultrasound 

Breast  aspiration  of  solid  and  cystic  masses 
under  ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  private  suites  for  testing 

Brandywine  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  services  in  an  adjacent  suite. 

Rita  Gottesman,  M.D.  - Medical  Director 
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IMAGING 


CENTER,  L.P. 


701  Foulk  Road,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19803 

(302)  654-5300 


Accredited  by  the 
American  College  of  Radiology 


An  Affiliate  of  Diagnostic  Imaging  Associates 
Ka-Khy  Tie,  M.D.,  Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 
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DELEGATE’S  REPORT 


1993  Interim  Meeting  of  the 
AMA  House  of  Delegates 


Daniel  A.  Alvarez,  MD 


The  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  New  Orleans,  Louisi- 
ana, from  December  5 to  December  8,  1993. 
The  Medical  Society  of  Delaware  was  repre- 
sented by  Daniel  Alvarez,  MD;  Alfonso  Ciarlo, 
MD;  Carol  Tavani,  MD;  Thomas  Maxwell, 
MD;  and  Mark  Meister. 

The  1993  Interim  Meeting  of  the  AMA 
House  of  Delegates  was  comprised  of  435 
seated  delegates,  343  representing  state  medi- 
cal associations,  82  representing  national 
medical  specialty  societies  and  10  represent- 
ingmedical  students,  residents,  hospital  medi- 
cal staffs,  young  physicians,  military  physi- 
cians, the  U.S.  Public  Health  Service  and  the 
Veterans  Administration. 

The  House  considered  193  resolutions  and 
101  board  and  council  reports,  dealing  with 
various  issues,  especially  those  included  in 
the  broad  category  of  health  reform.  One 
reference  committee,  devoted  almost  entirely 
to  the  health  system  reform,  conducted  more 
than  nine  hours  of  open  hearings  and  heard 
testimony  from  hundreds  of  physicians. 

In  order  to  provide  a policy  base  to  guide 
the  AMA’s  legislative  goals,  the  House  of 
Delegates  adopted  resolutions  which  reaf- 
firmed its  support  of  universal  health  care 
coverage.  The  House  further  defined  its  sup- 
port of  the  right  of  the  individual  to  select  his 
or  her  own  health  plan  including  the  right  to 
individual  health  insurance  as  an  alternative 
to  employer  sponsored  insurance,  with  the 
same  tax  treatment.  The  delegates  strongly 
supported  legislation  which  would  allow  the 
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IRA  to  be  used  for  health  care  and  would  also 
create  Health  Care  Savings  Accounts.  The 
House  suggested  that  health  care  benefits 
should  not  be  restricted  to  mandated  em- 
ployer health  care  benefits,  a proposal  that 
received  much  negative  commentary  from 
the  media  and  even  some  specialty  societies. 
A resolution  was  passed  that  encourages  leg- 
islation which  would  not  allow  exclusion  of 
federal,  state  and  local  employees  from  the 
health  care  system  reform  that  will  encom- 
pass the  rest  of  the  general  population. 

The  House  further  defined  the  AMA’s 
position  on  health  care  system  reform  by 
voting  to  support  legislation  that  provides 
universal  access  without  rationing  to  a health 
care  system  that  offers  basic  benefits,  patient 
education,  and  significant  patient  responsi- 
bility; that  provides  a true  fee-for-service  op- 
tion; that  allows  choice  of  plans  and  physi- 
cians; that  provides  high  quality  care  with 
relief  from  regulatory  and  antitrust  hassles; 
that  provides  true  tort  reform  and  insurance 
market  reform;  and  that  recognizes  the 
physician’s  authority  in  medical  decision 
making. 

Resolutions  were  passed  which  clearly 
expressed  the  AMA’s  opposition  to  a national 
health  board  of  the  kind  currently  supported 
by  the  Clinton  administration.  Instead,  the 
House  adopted  support  of  a public/private 
partnership  including  the  AMA  to  recom- 
mend health  policy. 

The  House  reaffirmed  its  position  that 
long-term  care  funding  should  not  be  included 
in  health  care  calculations  and  requested 
that  this  issue  be  addressed  separately  from 
health  care  system  reform. 
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Delegate's  Report 


In  regard  to  managed  care  and  other 
health  plans  or  networks,  the  House  consid- 
ered a board  report  and  several  resolutions 
affecting  physicians’  rights.  It  is  the  AMA’s 
goal  to  see  that  physicians  are  not  arbitrarily 
excluded  from  participation  or  sanctioned  or 
dismissed  without  appropriate  reasons  and 
explanations  of  such  reasons.  The  House  also 
resolved  that  physicians  must  be  included  in 
the  policy  making  of  all  plans  that  are  offered 
in  health  care  system  reform  and  that  these 
physicians  must  have  the  right  to  comment 
on  and  present  their  positions  without  fear  of 
retribution. 

Again,  the  AMA’s  policy  to  seek  tort  re- 
form based  on  the  California  Medical  Injury 
Compensation  Reform  Act  was  confirmed.  The 
AMA  supports  provisions  that  include  a 
$250,000  ceiling  on  noneconomic  damages; 
the  offset  of  collateral  sources  of  plaintiff 
compensation;  decreasing  incremental  or  slid- 
ing scale  attorney  contingency  fees;  periodic 
payments  of  future  damages;  and  limiting  the 
statute  of  limitations  for  minors  to  no  more 
than  six  years  after  birth.  The  AMA  also 
supports  federal  legislation  which  would  re- 
quire a certificate  of  merit  before  a suit  could 
be  filed,  statutory  criteria  to  define  expert 
witness  qualifications,  and  demonstration 
projects  to  implement  potentially  effective 
alternative  dispute  resolution  projects. 

An  issue  that  was  highlighted  by  the  medi- 
cal student  section  was  the  harassment  and 
threats  experienced  by  physicians  doing  cer- 
tain procedures  and  those  in  biomedical  re- 
search. Resolutions  were  passed  instructing 
the  AMA  to  support  legislation  which  would 
give  relief  to  those  being  harassed,  threat- 
ened, and  stalked;  and  to  help  these  physi- 
cians to  find  the  support  that  they  need. 

Two  reports  were  considered  which  dealt 
with  physician-assisted  suicide.  The  House 
reaffirmed  the  AMA’s  position  that  assisting 
with  suicide  is  inconsistent  with  the 
physician’s  role. 

One  reference  committee  heard  much  tes- 
timony regarding  the  ban  of  handguns  and 
automatic  weapons.  The  House  stopped  short 
of  supporting  a total  ban  but  did  support 
many  types  of  legislation  that  would  make 
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ownership  more  selective  and  would  ban  pri- 
vate ownership  of  large-clip,  high-rate -of-fire, 
automatic  and  semi-automatic  firearms. 

The  House  also  adopted  a resolution  con- 
demning certain  practices  of  some  pharma- 
ceutical companies  who  reward  pharmacists 
and  physicians  for  their  dispensing  and  pre- 
scribing practices.  AMA  policy  was  reaffirmed 
that  considers  payment  of  any  type  of  incen- 
tive to  physicians  to  be  inappropriate. 

The  delegates  of  the  Medical  Society  of 
Delaware  were  proud  to  represent  the  organi- 
zation at  the  1993  Interim  Meeting  of  the 
House  of  Delegates.  This  report  is  only  a 
summary  of  the  more  important  business  con- 
ducted at  the  meeting,  as  well  as  a report  of 
those  issues  felt  to  be  of  special  interest  to  the 
members  of  the  Medical  Society  of  Delaware. 
More  detailed  reports  may  be  read  in  the 
AMA  News.  All  AMA  members  are  welcome  at 
the  meetings  and  may  be  heard  in  the  refer- 
ence committee  meetings,  as  well  as  in  the 
corridor  discussions.  The  delegates  invite  all 
members  to  attend  the  next  meeting,  to  be 
held  in  Chicago  in  June.  Delegates  are  always 
available  to  answer  questions  and  to  take 
resolutions  and  concerns  to  the  AMA  meet- 
ings. 
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K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


Barry  W.  Yerger  Jr.,  of  the 
Wilmington  office  of  Prudential 
Securities,  has  been  promoted  to 
Vice  President  of  Investments. 

The  Wilmington  native  is  a graduate 
of  Salesianium  and  the  University  of 
Delaware,  and  specializes  in  assisting 
the  local  medical  community. 

He  would  like  to  publicly  thank  his 
existing  medical  clients  for  their  trust 
and  support. 
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Self-employed? 

THERE'S  STILL  TIME 
TO  SAVE  ON  1993 TAXES 

THE  T.  ROWE  PRICE  SEP-IRA  IS  AN  EASY  RETIREMENT  PLAN  THAT  SAVES 
YOU  MONEY  RIGHT  FROM  THE  START.  If  you're  a small-business  owner  or  sole  propri- 
etor, you  have  until  April  15,  1994,  to  open  a SEP-IRA  and  save  on  your  1993  taxes.  Tax- 
deductible  contributions  can  be  made  up  to  the  lesser  of  15%  of  compensation  or  $30,000 
per  eligible  employee,  to  any  of  37  T.  Rowe  Price  mutual  funds — all  100%  no  load. 

Whether  your  objectives  are  conservative  or  aggressive,  you'll  find  investments  to  meet 
your  retirement  goals. 

You  11  save  valuable  time.  Setting  up  a SEP  IRA  is 

easy.  No  IRS  annual  filing  is  required  and  administra- 
tion is  minimal.  If  you  have  25  or  fewer  employees, 
you  can  offer  a salary  reduction  option — making  con- 
tributions simple  and  automatic. 

You'll  keep  saving  with  a T.  Rowe  Price  SEP-IRA. 

Your  earnings  compound  tax-deferred  in  a SEP-IRA, 
so  your  retirement  savings  increase  at  a faster  rate 
than  they  would  in  a comparable  taxable  account. 

The  administrative  costs  of  SEP-IRAs  are  among  the 
lowest  of  any  employer-sponsored  retirement  plan. 

And,  now,  the  account  maintenance  fee  will  be 
waived  for  each  SEP-IRA  mutual  fund  account  with  a 
balance  of  $5,000  or  more. 

There's  still  time  to  save  on  1993  taxes  with  a 
T.  Rowe  Price  SEP-IRA.  Call  today  for  your  free  kit. 


SEP-IRA  BENEFITS 
AT  A GLANCE: 

□ April  15  setup  deadline* 

□ Tax- deductible 
contributions. 

□ Annual  contributions  up 

to  15%  of  compensation  per 
participant  ($30,000  limit). 

□ Low  administrative  costs. 

□ No  annual  IRS  filing. 

□ Earnings  compound 
tax-deferred. 

□ Salary  reduction  feature. 


Call  for  a free 
SEP-IRA  information  kit 

1-800-831-1458 


T.RoweFtice 


*0r  your  tax-filing  deadline.  Request  a prospectus  with  more  complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or 
send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  ’ ' SEP021329 


EDITORIAL 


Progress  and  Payment 


In  the  1930s,  when  I was  wrestling  with  a 
decision  to  study  medicine,  my  father  (a  phy- 
sician) cautioned  me  about  it.  “Things  are 
happening  to  the  practice  of  medicine  that 
will  destroy  the  doctor-patient  relationship. 
It  will  never  be  the  same  again.  This  new 
development,  Blue  Cross,  will  lead  to  other 
similar  insurance  plans  and  come  between 
the  doctor  and  the  patient,  making  it  into  a 
commercial  enterprise.” 

I opted  for  medicine  anyhow  and  found 
Blue  Cross  helpful.  Twenty-five  years  later, 
in  1962,  deeply  involved  in  private  practice,  I 
thought  I saw  the  spectre  of  “socialized  medi- 
cine” looming  on  the  horizon.  I had  experi- 
enced government  medicine  in  the  army  and 
wanted  no  part  of  it,  so  when  the  opportunity 
presented  itself,  I closed  my  practice  and 
went  into  medical  education.  I was  convinced 
that  the  “practice  of  medicine  would  never  be 
the  same  again.” 

Indeed,  it  has  not  been  the  same.  Many  of 
the  problems  of  practice  of  the  1940s,  ’50s  and 
’60s  were  eliminated  by  Medicare.  New  and 
different  problems  arose  to  take  their  place, 
but  doctors  still  related  to  patients  and  the 
doctors  have  prospered  and  the  quality  of 
care  they  could  render  has  improved  dramati- 
cally. In  fact  many  doctors  are  ready  to  mourn 
the  passing  of  this  era  as  we  face  the  new  and 
unknown  challenges  of  the  Clinton  proposals 
and  the  21st  century. 

It  seems  that  every  25  to  30  years  some 
cataclysmic  change  takes  place  in  health  care, 
and  “things  are  never  the  same  again.”  In  my 
father’s  era  of  the  teens  and  ’20s,  it  was  the 
Flexner  revolution,  restructuring  medical 
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education  and  residency  training,  leading  to 
the  specialization  that  has  brought  the  so- 
phisticated care  possible  today.  If  we  look 
farther  back,  in  the  1890s  and  1900s  it  was 
the  development  of  hospitals.  In  my  grand- 
father’s day  of  the  1870s  and  ’80s,  it  was 
Virchow’s  development  of  pathology  which 
formed  the  basis  of  scientific  medicine,  Pasteur 
opening  up  microbiology  and  Lister’s  break- 
through in  aseptic  surgery.  I recall  grandpa 
telling  me  that  when  he  first  went  into  prac- 
tice he  was  called  before  the  county  medical 
society  for  upsetting  the  old  guard.  His  insis- 
tence on  washing  his  hands  before  and  after 
examining  patients,  and  other  newfangled 
ideas  he  had  learned  “up  in  the  big  city” 
(Chicago)  was  embarrassing  them. 

Every  generation  has  its  changes,  yet  as 
long  as  there  are  frightened  people  with  bleed- 
ing and  pain  and  fevers  and  emotional  prob- 
lems, as  long  as  there  are  women  giving  birth 
and  babies  and  children  needing  care,  there 
will  be  others  moved  to  compassion  seeking 
the  knowledge  and  skill  to  care  for  them,  and 
they  will  find  each  other.  And  those  who  seek 
the  practice  of  medicine  out  of  compassion  for 
mankind  will  be  rewarded  beyond  measure. 

The  flawed  system  of  Medicare  was 
dreamed  up  by  the  federal  government  with 
little  or  no  input  from  the  medical  profession. 
The  AMA  said  it  would  prove  too  expensive, 
and  offered  an  alternative  proposal,  but  it 
was  not  even  seriously  considered,  on  the 
assumption  that  the  doctors  were  only  look- 
ing out  for  their  own  turf.  I have  an  uneasy 
feeling  we  may  be  going  down  the  same  path- 
way again.  Medicare  has  done  tremendous 


187 


Editorial 


good  by  encouraging  the  elderly  to  seek  medi- 
cal care  and  enabling  doctors  to  care  for  them 
properly  without  bankrupting  them.  The  bad 
effects  have  largely  related  to  a lack  of  incen- 
tives to  control  costs.  In  fact  there  are  strong 
disincentives  in  the  frequency  of  successful 
lawsuits  for  tests  and  procedures  not  done. 
Perhaps  another  negative  might  relate  to  the 
income  gap  created  between  the  average  doc- 
tor and  the  national  average  income.  It  used 
to  be  said  that  nobody  becomes  a millionaire 
practicing  medicine.  That  is  no  longer  true,  so 
it  would  be  surprising  if  this  were  not  a factor 
in  some  career  decisions.  It  is  not  clear  how 
this  will  work  out  in  the  future,  but  I am 
confident  doctors  will  always  earn  a good 
living.  Any  for  whom  money  is  a major  inter- 
est may  be  disappointed,  but  for  all  its  hard 
work,  frustrations,  and  disappointments,  it 
will  always  be  the  most  satisfying  occupation 
in  the  world. 

Every  year  for  30  years  I have  received  a 
Christmas  card  from  a former  patient  saying, 
“Doctor,  you  gave  me  back  my  life.”  Of  course 
I did  not,  but  what  is  money  compared  to 
that? 


E.  Wayne  Martz,  MD 
Editor 
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Garth  A.  Koniver,  M.D.,  F.A.C.R. 
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Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D. 
John  D.  McAllister,  II,  M.D. 
James  A.  Murphy,  M.D. 
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FULL  SERVICE  IMAGING  CENTERS 
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Wilmington,  DE  19803 
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Hill  Road 
Newark,  DE  19711 


Other  Convenient  Locations 


1508  Pennsylvania  Avenue 

2700  Silverside  Road 

1805  Foulk  Road 

420  Christiana  Medical  Center 

1320  Philadelphia  Pike 

1941  Limestone  Medical  Bldg. 

1502  Delaware  Street,  New  Castle 
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LETTERS  TO  THE  EDITOR 


A Public  Health  Epidemic 


January  11,  1994,  marks  the  30th  anniver- 
sary of  the  first  Surgeon  General’s  Report  on 
the  Health  Consequences  of  Smoking.  The 
report  was  released  January  11, 1964  by  then- 
Surgeon  General  Luther  L.  Terry,  MD.  Since 
this  time,  there  has  been  very  little  progress 
on  tobacco  control.  Despite  the  known  health 
risks  of  its  product,  the  tobacco  industry  is 
permitted  to  continue  producing,  promoting 
and  marketing  tobacco  with  relatively  little 
regulation.  And  yet  an  estimated  420,000 
Americans  die  each  year  from  tobacco  use. 

Smoking  is  clearly  a public  health  epi- 
demic. We’ve  known  the  cause  and  the  solu- 
tion to  this  epidemic  for  30  years.  However, 
standing  in  the  way  of  solving  the  problem  is 
the  continuing  relationship  between  the  to- 
bacco industry  and  many  public  policymakers. 

Smoking  is  the  number  one  preventable 
cause  of  death  in  this  country.  Use  of  tobacco 
products  can  lead  to  cancer,  chronic  lung 
disease  and  heart  disease.  No  other  prevent- 
able risk  factor  for  these  major  diseases  have 
an  entire  industry  working  directly  in  opposi- 
tion to  the  preventive  health  efforts  of  gov- 
ernment and  the  medical  and  public  health 
community.  Every  20  minutes,  the  tobacco  in- 
dustry spends  more  money  to  promote  nicotine 
addiction  than  we  spend  in  a year  to  prevent  it. 

Cigarette  smoke  is  a conglomeration  of 
over  4,000  chemicals,  including  nicotine,  cya- 
nide, formaldehyde,  methanol,  acetone  and 
tar.  However,  cigarettes  are  not  considered  a 
food  or  a drug  and  are  therefore  free  from 
regulation  by  the  Food  and  Drug  Administra- 
tion. Therefore,  there  is  nothing  to  prevent 
the  tobacco  industry  from  including  these 
dangerous  chemicals  in  the  curious  mix  we 
call  a cigarette. 
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Change  must  come  through  public  policy 
channels.  The  medical  and  public  health 
community  can  continue  to  use  its  scarce 
resources  to  educate  the  public  about  the 
dangerous  effects  of  tobacco  use.  However, 
in  order  to  protect  against  the  advertisement 
and  sale  of  cigarettes  to  minors  and  protect 
nonsmokers  from  the  effects  of  environmen- 
tal tobacco  smoke,  we  must  rely  on  policy- 
makers to  put  an  end  to  the  30-year  influence 
of  the  tobacco  lobby. 

In  Delaware,  the  lack  of  tobacco  control  is 
painfully  apparent.  Every  year  since  1984, 
the  Coalition  on  Smoking  or  Health  (of  which 
the  American  Lung  Association®  of  Delaware 
is  a member),  has  supported  a bill  that  would 
restrict  smoking  in  certain  public  places;  and 
every  year  since  1984,  that  bill  has  been 
defeated  in  the  Delaware  General  Assembly. 
Now  with  the  release  of  a risk  assessment  on 
environmental  tobacco  smoke  by  the  Envi- 
ronmental Protection  Agency,  many  busi- 
nesses — including  Dover,  Concord  and 
Christiana  Malls  — have  chosen  to  voluntar- 
ily implement  their  own  smoking  bans  to 
protect  the  health  of  their  employees  and 
patrons.  If  such  a bill  were  to  pass,  more  and 
more  public  places  would  become  smoke-free. 

Policymakers,  both  on  the  state  and  na- 
tional levels,  must  have  the  courage  to  change. 
They  cannot  continue  to  be  influenced  by  the 
tobacco  lobby  at  the  expense  of  the  public’s 
health.  If  you  support  no  smoking  in  certain 
public  places,  please  let  your  state  senator 
and  representative  know. 

Lisa  M.  Hohenadel 
Director  of  Communications 

American  Lung  Association  of  Delaware 
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Letters  to  the  Editor 


Another  Physical  Therapist  Responds  to 
'The  Changing  Face  of  Medicine  in  Delaware" 


I recently  read  with  keen  interest  a copy  of 
the  President’s  Page  from  your  journal’s  Au- 
gust 1993  edition,  entitled  “The  Changing 
Face  of  Medicine  in  Delaware.” 

I applaud  Dr.  Permut’s  point  that  “our 
first  concern  must  be  for  the  quality  of  care 
that  the  public  — our  patients  — receives.”  I 
believe  everyone  is  in  agreement  that  the 
public’s  welfare  is  the  first  priority.  I cannot 
agree,  however,  with  his  arguments  that  a 
physical  therapist  will  not  follow  a prescribed 
physician  order  due  to  the  passing  of  the 
direct  access  law,  nor  with  the  assumption 
that  a physical  therapist  will  negligently  care 
for  a patient,  based  only  on  the  fact  that  the 
patient  wasn’t  seen  by  a physician  first  — 
who  may  or  may  not  have  ruled  out  all  pos- 
sible pathologies  and  has  documented  a dif- 
ferential diagnosis. 

The  key  phrase  in  the  new  law  is  “within 
the  scope  of  practice”  for  each  individual  physi- 
cal therapist  (PT).  Using  Dr.  Permut’s  ex- 
ample from  his  article,  the  PT  using  appropri- 
ate skills  would  help  ease  the  patient’s  “con- 
fusion” and  consult  a physician  if  the  clinical 
presentation  was  either  beyond  the  scope  of 
their  practice  or  if  a medical  condition  needed 
to  be  ruled  out  (i.e.,  metastatic  cancer).  As  for 


the  first  point,  why  would  a PT  not  follow  a 
physician’s  order  if  it  is  indeed  the  appropri- 
ate treatment? 

In  regard  to  Dr.  Permut’s  statement  that 
“costs  can  only  rise”  under  the  new  physical 
therapy  law,  U.S.  Senator  Russel  Feingold 
(D-Wisconsin)  addressed  this  very  issue:  “If 
we  can  use  nonphysician  providers  intelli- 
gently, we  not  only  can  bring  health  care  to 
areas  where  it  may  not  exist,  we  can  lower 
costs,  both  in  substituting  high  cost  providers 
for  lower  cost  providers,  (sic)  and  more  impor- 
tantly by  enhancing  preventive  care.”  I differ 
from  Dr.  Permut’s  blanket  statement  that  a 
PT  visit  “far  exceeds”  a physician’s  charge. 

I close  with  this  final  point:  the  changing 
face  of  Medicine  in  Delaware,  in  maintaining 
our  mission  to  provide  quality  care  to  the 
public,  must  include  better  and  greater  com- 
munication, understanding  and  alliances  be- 
tween not  only  physicians  and  physical  thera- 
pists, but  between  all  health  care  members.  I 
would  like  to  take  the  initiative  to  work  with 
the  medical  Society  to  accomplish  those  tasks. 
Please  let  me  know  how  I may  be  of  help. 

Jeffrey  R.  Bresnahan,  PT 


Thanks  for  the  Summaries 


Being  one  of  those  unable  to  attend  the  An- 
nual Scientific  Sessions,  I deeply  appreciate 
the  notes  you  so  faithfully  take  at  these  times 
and  so  kindly  share  with  us  in  the  Journal. 

Both  last  year  and  this,  I much  enjoyed 
the  interesting  summaries  you  have  pre- 
sented. Thank  you  very  much.  It  is  an  excel- 
lent feature  of  the  Journal. 

Laurence  L.  Fitchett,  MD 
Albany,  Oregon 
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A Colleague  Bids  Farewell 

Early  in  the  Spring  of  1994  I will  be  leaving 
Delaware  to  assume  the  position  of  Chairman 
of  the  Department  of  Obstetrics  and  Gynecol- 
ogy at  the  Memorial  Hospital  of  Burlington 
County,  New  Jersey.  I wanted  to  take  this 
opportunity  to  bid  farewell  to  the  wonderful 
colleagues  that  I have  worked  with  in  Dela- 
ware over  the  past  19  years.  I especially  want 
to  say  thank  you  for  your  sharing  your  medi- 
cal expertise  and  consultation  in  the  manage- 
ment of  many  interesting  and  challenging 
patients  over  the  years. 
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On  behalf  of  Sue,  Elisa,  Debra  and  myself 
I want  to  thank  you  for  making  us  feel 
welcome.  We  will  deeply  miss  and  always 
remember  with  great  fondness  our  years  in 
Delaware. 

Jeffry  I.  Komins,  MD 


“Ron’s  Rule  — I give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn't 
failed  me  yet.” 

Ron  Richmond,  MD, 
joined  the 
CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  A soft- 
spoken  New  Yorker.  Ron  Richmond  knows. . . 

It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453^3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1.5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  P.A. 

Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  # L-b  Omega  Drive 
Newark,  DE  1 97 1 3 • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Directof  Joseph  R.  Peacock,  M.D.,  Co-Director 
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Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 


PHYSICAL  THERAPY 


at  Hockessin 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 


Heatihcare  Management  Services . Inc. 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Management  Services.  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 


To  speak  to  our  consultants,  please  contact 

Bill  Carello  at  (302)  478-9283 

David  Krigstein  at  (302)  737-6200 

Healthcare  Management  Services,  Inc. 

P O Box  5569 
Newark  DE  19714 
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Change  + Danger  = Opportunity 


I was  in  Washington,  DC,  on  March  8,  for  the 
Partnership  in  Action:  Uniting  for  America’s 
Health  meeting  of  the  American  Medical 
Association.  Speakers  included  nine  con- 
gressmen, five  Democrats  and  four  Republi- 
cans. Representative  John  Dingell  (D- 
Michigan)  spoke  on  behalf  of  the  administra- 
tion. With  Senator  Ted  Kennedy  (D- 
Massachusetts)  as  the  exception,  my  impres- 
sion is  that  the  “Health  Security  Act,”  as 
written,  is  dead.  However,  as  Senator  Phil 
Gramm  (R-Texas)  put  it,  "...  not  every  bad 
idea  is  dead.”  Representative  Newt  Gingrich 
(R-Georgia)  is  concerned  that  other  plans 
being  drafted  “in  secret”  may  pass  simply  by 
filling  in  the  vacuum  left  by  President 
Clinton’s  bill.  Specifically,  he  is  worried 
about  Representative  Pete  Stark’s  (D- 
California)  “Medicare  Part  C”  plan  and  John 
Dingell’s  proposal.  The  single-payer  plan 
sponsored  by  Representative  Jim  McDermott, 
MD,  (D -Washington)  also  has  a number  of 
supporters,  and  potentially  is  in  the  running. 
Even  though  we  have  a long  way  to  go,  the 
mood  at  this  year’s  meeting  was  much  more 
optimistic  than  it  was  last  March. 

The  title  for  the  conference  was  chosen  to 
emphasize  the  unity  of  purpose  of  American 
physicians.  An  overwhelming  majority  of 
physicians  favor  the  goals  of  all  major  reform 
plans  proposed  so  far.  We  differ  among 
ourselves,  not  over  major  principles,  but 
about  the  mechanisms  to  reach  these  goals. 
Our  disagreements  are  normal  differences  of 
opinion.  It  is  only  natural  for  supporters  of 
plans  not  endorsed  by  a majority  of 
physicians  to  look  for  opportunities  to 


overemphasize  the  natural  differences  of 
opinion  that  exist  among  physicians.  Presi- 
dent Clinton  has  been  using  this  technique, 
attempting  to  divide  and  conquer,  by 
depicting  these  differences  as  major  philo- 
sophical rifts.  Insurance  companies  have,  in 
the  past,  attempted  to  drive  a wedge  between 
primary  care  and  the  specialties.  These 
attempts  have  been  unsuccessful  here  in 
Delaware,  but  this  method  will  be  tried 
again. 

As  I said  last  month,  no  matter  what  the 
government  does,  health  system  reform  is 
occurring  in  the  private  sector  now.  In  a 
short  time,  actions  of  the  state  and  federal 
governments  will  add  to  pressures  of  private 
sector  reform  measures.  No  matter  what  bills 
are  passed,  even  the  best  legislation  will  add 
more  stress  to  our  profession.  The  transition 
is  underway,  and  is  difficult  and  disruptive 
for  many  of  us.  None  of  us  was  prepared  in 
medical  school  for  the  stresses  and  rapid 
changes  we  are  now  experiencing.  It  is  my 
hope  that  our  medical  societies  will  provide 
the  resources  we  will  need  to  cope  with  the 
future 

While  the  change  now  taking  place  is 
difficult  and  painful  at  times,  I am  optimistic 
that  it  will  prove  to  be  an  opportunity  for 
physicians  to  regain  a leadership  role  in  the 
delivery  of  health  care.  The  explosion  of 
medical  knowledge  in  recent  decades  re- 
quired physicians  to  spend  virtually  all  their 
time  mastering  this  aspect  of  medicine. 
Meanwhile,  the  societal  and  business  aspects 
of  health  care  delivery  have  also  grown 
tremendously,  leaving  most  physicians  at  the 
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bottom  of  the  learning  curve  regarding  this 
facet  of  medicine.  Models  such  as  Kaiser- 
Permante,  The  Mayo  Clinic  and  smaller 
HMOs  owned  and  run  by  physicians,  provide 
an  environment  where  cost-effective  care  is 
beneficial  for  both  patient  and  physician.  If 
we  can  get  needed  antitrust  legislation, 
various  types  of  physician-owned  and  run 
delivery  systems  will  form  that  preserve 
what  is  good  in  American  medicine,  and 
improve  those  areas  where  we  are  weak.  We 
need  plurality  in  types  of  delivery  systems  to 
protect  both  our  patients  and  our  profession, 
including  support  for  solo  practitioners. 


important  notice  on 
Upcoming  Ros^r  j 

The  Medical  Society  is  working  on 
the  next  edition  of  its  pictorial 
roster. 

If  you  have  not  communicated 
with  the  MSD  office  about  your 
roster  entry  — whether  it  is  correct 
or  needs  changes  — please  do  so 
promptly  to  be  sure  that  the  roster 
will  have  correct  information. 

We  are  especially  interested  in  our 
members'  fax  numbers. 

The  office  phone  numbers  are  658- 
7596  and  800/348-6800  (Kent  and 
Sussex  Counties). 


PAPASTAVROS’ 

ASSOCIATES 

MEDICAL  IMAGING 


Garth  A.  Koniver,  M.D.,  F.A.C.R. 
Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D. 
John  D.  McAllister,  II,  M.D. 
James  A.  Murphy,  M.D. 


• X-RAY  • MRI  SCANNING 

• ULTRASOUND  • ECHOCARDIOLOGY 

• NUCLEAR  MEDICINE  • MAMMOGRAPHY 

• STRESS  CARDIAC  IMAGING 

• SPIRAL  (SINGLE  BREATH  HOLD) 

CAT  SCANNING 


FULL  SERVICE  IMAGING  CENTERS 
LOCATED  AT: 


1701  Augustine  CutOff 
Suite  100 

Professional  Building  IV 
Wilmington,  DE  19803 


Drummond  Plaza 
Office  Park 
40  Polly  Drummond 
Hill  Road 
Newark,  DE  19711 


Other  Convenient  Locations 

1508  Pennsylvania  Avenue  655-4042 

2700  Silverside  Road  478-1100 

1805  Foulk  Road  475-8036 

420  Christiana  Medical  Center  368-3959 

1320  Philadelphia  Pike  792-2529 

1941  Limestone  Medical  Bldg.  992-0502 

1502  Delaware  Street,  New  Castle  328-1502 
2600  Summit  Bridge  Road  836-8350 

16  Omega  Drve  Bldg,  B-89  738-5500 

5317  Limestone  Road  239-9415 

550  Stanton-Christiana  Road  633-9910 
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WHATEVER  LIFE  BRINGS, 
WE’LL  BE  THERE  FOR  YOU. 


BlueCross  BlueShield 
of  Delaware 


An  independent  licensee  of  the  Blue  Cross  and  Blue  Shield  Association 


Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 


Stress  Thallium 
Persantine  Thallium 
Gated  Cardiac  Imaging  (MUG A) 
Bone  Scans 

Thyroid  Uptake  and  Scan 
Liver/Spleen  Scan 
Indium  111  Labeled  WBC's 
Renal  Scan 
Gallbladder 

Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 


Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Imaging 
Associates 

OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 
Ka-KhyTze.M.D.,  Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 


WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 

| Vendor 
| Spotlight 


STI  Computer  Services,  Inc. 


STI  Computer  Services  is  a VIP  'Preferred' vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 

Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 


Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 
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Christiana  Bank  & Trust  Company 


Special  Programs  for 

HEALTH  CARE 
PROVIDERS 

A professional  approach  to 
custom  financing  for  medical  practitioners 


Christiana  Bank  & Trust  Company 
Greenville  Center 
3801  Kennett  Pike 
Greenville,  DE  19807 

Member  FDIC  302.421.5800 


Healthcare  Management  Services . Inc. 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Management  Services,  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today ’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 


To  speak  to  our  consultants,  please  contact 

Bill  Carello  at  (302)  478-9283 

David  Krigstein  at  (302)  737-6200 

Healthcare  Management  Services,  Inc. 

P O Box  5569 
Newark  DE  19714 
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ANNOUNCING 


DELAWARE  CURATIVE 
NEWARK 

COMPREHENSIVE  REHABILITATION  IN  THE 
TRADITION  OF  DELAWARE  CURATIVE  WORKSHOP'S 
STANDARD  OF  EXCELLENCE 

• PHYSICAL  TH  ERAPY 

• BACK  AND  NECK  INJURIES 

• OCCUPATIONAL  THERAPY  AND  SPLINT  MAKING 

• SPORTS  INJURIES 

• SPEECH  AND  LANGUAGE  PATHOLOGY 

• SOCIAL  AND  PSYCHOLOGICAL  SERVICES 

• WORK  RELATED  INJURIES 

• GENERAL  ORTHOPAEDICS 


POLLY  DRUMMOND  OFFICE  PARK 
40  POLLY  DRUMMOND  HILL  ROAD 
BUILDING  4 

NEWARK,  DELAWARE  19711 
302  738  3 110 


DELAWARE 

CIRATTVE 


WORKSHOP 


1600  WASHINGTON  STREET 
WILMINGTON,  DELAWARE  19802 
302  652  252  1 


SCIENTIFIC  ARTICLE 


The  Chemey  Incision  for  Removal  of 
a Large  Pelvic  Mass:  A Case  Report 


Abstract 

A 40-year-old  woman  presented  with  com- 
plaints due  to  an  enlarging  uterine  leiomyoma. 
We  report  the  first  case  of  a Cherney  incision 
used  to  facilitate  removal  of  a huge  uterine 
leiomyoma. 

Introduction 

The  Chemey  incision1  was  introduced  in  1941 
as  a variation  of  other  transverse  incisions. 
The  Cherney  incision  has  not  achieved  the 
popularity  of  other  transverse  incisions,  most 
likely  due  to  the  psychological  inhibition  of 
cutting  the  tendinous  insertions  of  any 
muscle,  especially  the  rectus  abdominus. 
Breen  and  others  have  advocated  its  use  in 
gynecologic  cancer  surgery,  because  the 
incision  has  definite  advantages  over  other 
incisions  for  gaining  access  to  the  lateral 
retroperitoneal  spaces  for  extraperitoneal 
pelvic  lymphadenectomy.2 

We  report  the  first  case,  to  our 
knowledge,  of  an  extremely  large  pelvic  mass 
being  removed  through  a Cherney  incision. 


Dr.  Trott  is  a fourth  year  resident  in  the  Department  of 
Obstetrics  and  Gynecology  at  the  Medical  Center  of 
Delaware,  Newark,  Delaw  are. 

Dr.  Welgoss  is  an  attending  physician  in  the  Department 
of  Obstetrics  and  Gynecology  at  the  Medical  Center  of 
Delaware,  Newark,  Delaware. 

Mr.  Trott  is  a fourth  year  medical  student  at  the 
Philadelphia  College  of  Osteopathic  Medicine,  Philadel- 
phia, Pennsylvania. 


Edward  Trott,  MD 
Jeffrey  Welgoss,  MD 
Alton  A.  Trott,  BS 

The  Chemey  incision  was  chosen  for  removal 
of  this  10,950  gram  uterine  leiomyoma  as  this 
incision  is  one  of  the  strongest  transverse 
incisions  to  permit  excision  of  an  extremely 
large  pelvic  tumor,  as  well  as  exploration  of 
the  upper  abdomen. 

Case  Report 

A 40-year-old,  black  woman,  gravida  5,  para 
4-0- 1-4,  with  an  enlarging  abdominal  mass, 
which  had  been  expectantly  managed  for  14 
years,  was  referred  to  our  Gynecology  service 
for  evaluation.  Her  chief  complaint  was 
difficulty  bending  over  secondary  to  the 
abdominal  mass.  The  patient  had  been 
diagnosed  with  uterine  leiomyomata  at  the 
time  of  Cesarean  section  in  1985.  She  denied 
abdominal  pain,  bowel,  or  bladder  changes. 
She  stated  her  menses  were  normal.  Her 
prior  medical  history  was  notable  for 
hypertension  controlled  with  DYAZIDE.  A 
tubal  ligation  had  been  performed  at 
Cesarean  section  in  1985. 

On  initial  evaluation,  the  patient  was 
afebrile  and  had  stable  vital  signs  without 
orthostatic  changes.  Abdominal  examination 
revealed  a 46-centimeter  mass  on  palpation, 
which  was  nontender,  smooth,  firm,  and 
slightly  mobile.  No  fluid  wave  was  appreci- 
ated. Rectovaginal  exam  confirmed  the  pelvic 
mass.  The  adnexa  were  not  palpable  on  pelvic 
exam.  Her  cervix  was  closed  and  cervical 
motion  tenderness  was  not  elicited.  A Serum 
B-human  chorionic  gonadotropin  (B-HCG) 
was  negative.  A normal  Papanicolaou  smear 
was  obtained.  Endocervical  and  endometrial 
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curettings  obtained  revealed  insufficient 
tissue  for  evaluation.  Ultrasound  examina- 
tion of  the  pelvis  demonstrated  an  extremely 
large  mass  extending  from  the  pelvis  into  the 
abdomen  with  its  superior  margin  adjacent 
to  the  liver  and  spleen.  The  sonologist  felt 
that  the  mass  most  likely  arose  from  the 
uterus  and  represented  an  enormous  uterine 
leiomyoma.  An  abdominopelvic  computed 
tomography  (CT)  scan  was  performed  after 
administration  of  oral  contrast  material.  The 
CT  scan  revealed  that  the  dimensions  of  the 
mass  were  30  centimeters  in  height  by  25 
centimeters  in  anterior-posterior  diameter 
by  28  centimeters  in  maximum  transverse 
diameter  and  had  the  appearance  of  a uterus 
with  a gigantic  uterine  leiomyoma;  minimal 
ascitic  fluid  was  present  and  all  other 
abdominal  organs  were  within  normal  limits, 
but  were  displaced  by  the  mass.  Her  other 
preoperative  studies  were  within  normal 
limits  except  for  a hemoglobin  of  6.7  gm/dl 
and  a hematocrit  of  22.7  percent. 

A tentative  diagnosis  of  a uterine 
leiomyoma  and  chronic  microcytic  anemia 
was  made.  The  patient  was  admitted  the 
night  before  surgery  for  transfusion  of  2 
units  of  packed  red  blood  cells. 

A Cherney  incision  was  performed  at  the 
time  of  the  operation.  The  incision  was  made 
in  the  skin  in  a curvilinear  fashion, 
beginning  from  below  and  medial  to  the 
anterior  superior  iliac  spine,  crossing  the 
midline  and  terminating  below  the  iliac  spine 
of  the  opposite  side.  The  incision  was  carried 
down  through  the  subcutaneous  tissue.  The 
superficial  epigastric  veins  were  divided  and 
ligated.  The  incision  was  developed  to  the 
fascia  of  the  external  oblique  muscles  and  the 
anterior  sheath  of  the  rectus  muscles.  The 
anterior  sheath  of  the  rectus  muscle  was 
divided  transversely  and  the  incision  was 
extended  laterally  through  the  fascia  of  the 
external  and  internal  oblique  muscles.  The 
pyramidalis  muscles  were  dissected  from  the 
rectus  muscles.  The  inferior  epigastric 
arteries  were  identified,  divided  and  ligated. 
The  tendinous  insertions  of  the  rectus 
muscles  were  identified  at  their  pubic 
attachments  and  transected.  The  muscles 


were  then  retracted  superiorly  and  the 
peritoneum  was  incised  transversely.1 

This  procedure  allowed  the  abdominal 
mass  to  be  easily  extracorporealized.  Both 
ureters  were  identified  and  the  retroperito- 
neal spaces  were  explored.  A total  abdominal 
hysterectomy  and  bilateral  salpingo- 
oophorectomy  were  performed  without  a self- 
retaining  retractor.  The  upper  abdomen  and 
pelvis  were  explored  and  noted  to  be  disease 
free  (Figure  1).  The  closure  of  the  incision 
involves  closing  the  peritoneum  in  the 
customary  manner  with  a running  suture. 
The  rectus  tendons  were  sutured  beneath  the 
fascia  with  four  mattress  sutures.  The  fascia 
of  the  oblique  muscles  were  reapproximated 
with  interruptured  sutures.  The  skin  was 
closed  with  surgical  staples.  The  pathology 
report  confirmed  a 10,950  gram  degenerat- 
ing leiomyoma  (Figure  2).  The  patient’s 
postoperative  course  was  uncomplicated  and 
she  was  discharged  to  home  on  postoperative 
day  four. 

Discussion 

Transverse  lower  abdominal  incisions  have 
been  primarily  used  for  pelvic  surgery 
because  incisional  hernias  are  infrequent 
with  these  incisions.  These  incisions  are  also 
cosmetically  appealing  and  provide  suitable 
access  when  pathology  is  known  to  be 
confined  to  the  pelvic  organs.3 

There  are  four  principal  transverse 
incisions:  The  Maylard,  or  true  transverse 
rectus  muscle-cutting  incision;  the 
Pfannenstiel  incision,  in  which  the  rectus 
aponeurosis  is  incised  transversely;  the 
Kustner  incision,  in  which  a median  incision 
is  made  in  the  linea  alba;2  and  the  Cherney 
incision,  which  is  a modification  of  the 
Maylard  incision,  which  was  first  described 
in  1941  by  Leonid  S.  Cherney.  The  Cherney 
incision  was  not  intended  for  the  removal  of 
large  tumors,  but  it  seems  well  suited  for  this 
purpose.  This  incision  offers  excellent 
exposure  of  upper  abdominal  organs.  The 
patient  in  this  case  requested  a cosmetically 
acceptable  scar  if  it  was  feasible.  The  Cherney 
incision  filled  our  criteria,  as  well  as  hers. 
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Figure  1.  Upper  abdomen  after  removal  of 
the  mass. 


The  Chemey  incision  fills  the  five 
criteria  of  a satisfactory  abdominal  incision 
as  described  by  Cherney:  (1)  exposure,  (2) 
technical  simplicity,  (3)  cosmetically  pleas- 
ing scar,  (4)  strength  of  the  resulting  wound 
and,  (5)  relative  postoperative  comfort.4 

This  case  illustrates  that  the  Cherney 
incision,  when  performed  as  described, 
provides  exposure  of  the  upper  abdominal 
organs  and  can  be  used  to  safely  remove  large 
benign  pelvic  masses.  The  gynecologic 
surgeon  should  include  this  in  his  or  her 
armamentarium  of  abdominal  incisions. 


Figure  2.  Cut  specimen,  weight  10,950  grams. 
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The  voice  of  freedom  never 
faltered,  even  though  it  stuttered. 


Winston  Churchill  was  perhaps  the  most 
stirring,  eloquent  speaker  of  this  century. 
He  also  stuttered. 

If  you  stutter,  you  should  know  about 
Churchill.  Because  his  life  is  proof  that,  with  the 
will  to  achieve,  a speech  impediment  is  no 
impediment. 

Learn  about  the  many  ways  you  can  help 
yourself  or  your  child.  Because  your  finest 
hour  lies  ahead. 
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Cystic  Fibrosis:  Current  Concepts 


Henry  L.  Abrons,  MD 


Abstract 

Cystic  fibrosis  (CF),  a common  fatal  genetic 
disease,  is  a multisystem  disorder  whose 
pathogenesis  has  recently  been  linked  to 
defects  in  CFTR,  a newly  discovered  protein. 
CFTR  is  a molecular  channel  which  controls 
chloride  concentration  in  secretions  of  the 
sweat  glands  and  the  respiratory,  GI,  and 
reproductive  tracts.  Defective  forms  of 
CFTR,  arising  from  various  mutations  in  its 
gene,  are  responsible  for  the  inadequate 
hydration  of  mucus,  pancreatic  juice,  and 
other  exocrine  secretions.  The  result  is 
dysfunction  of  the  lungs,  pancreas,  and  other 
involved  organs.  This  article  describes  the 
diagnosis,  clinical  features,  and  approach  to 
management  of  CF. 

Introduction 

Cystic  fibrosis  (CF)  is  the  most  common  fatal 
genetic  disease  in  the  Caucasian  population. 
Approximately  5 percent  of  Caucasians  are 
carriers  of  the  defective  gene  and  one  in 
every  2,500  to  3,500  newborns  develops  the 
disease.  The  pattern  of  inheritance  is 
autosomal  recessive,  and  heterozygotes  are 
without  clinical  disease. 
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Prior  to  the  establishment  of  a network  of 
special  CF  centers  in  the  1960s,  CF  was 
almost  uniformly  fatal  in  early  childhood. 
During  the  past  three  decades  improvements 
in  the  treatment  of  pulmonary  infection  and 
malnutrition  have  extended  the  median 
survival  of  CF  victims  in  the  U.S.  to  28 
years.1  In  1989,  the  gene  for  cystic  fibrosis 
was  identified,2  stimulating  a surge  in  basic 
and  clinical  investigation.  The  gene  product, 
named  the  cystic  fibrosis  transmembrane 
conductance  regulator  (CFTR),  is  a previ- 
ously unrecognized  protein  whose  structure 
was  inferred  from  its  genetic  code.3 

Over  the  intervening  three  years, 
advances  in  molecular  biology  have  brought 
the  advent  of  a new  era  in  the  diagnosis, 
management,  and  prevention  of  CF.  Impor- 
tant new  therapies,  and  perhaps  a cure,  are 
expected  to  evolve  over  the  next  few  years  . 

This  article  describes  current  approaches 
to  the  diagnosis  and  management  of  CF,  with 
the  aim  of  promoting  the  highest  quality  of 
care  for  patients  and  families  with  CF  in 
West  Virginia. 

Diagnosis 

The  selection  of  patients  for  diagnostic 
evaluation  depends  on  recognition  of  the 
varied  and  occasionally  subtle  clinical  manifes- 
tations of  CF. 

CF  is  a multisystem  disorder  with  variable 
organ  involvement.  The  usual  pattern,  and  the 
major  cause  of  morbidity,  is  the  combination  of 
pulmonary  and  pancreatic  disease.  Other 
organs  which  are  frequently  involved  include 
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A.  Respiratory 

1.  Bronchitis,  bronchiectasis 

2.  Progressive  obstructive  pulmonary  impairment 

3.  Clubbing,  hypertrophic  pulmonary  osteoarthropathy 

4.  Atelectasis 

5.  Allergic  bronchopulmonary  aspergillosis 

6.  Hemoptysis 

7.  Pneumothorax 

8.  cor  pulmonale 

9.  Pansinusitis,  nasal  polyps 

B.  Nonrespiratory 

1.  Pancreatic  disease 

a.  Exocrine  insufficiency 

b.  Diabetes 

c.  Recurrent  pancreatitis  without  insufficiency 

2.  Malnutrition 

3.  Deficiency  of  fat-soluble  vitamins 

4.  Biliary  cirrhosis 

5.  Cholelithiasis 

6.  Intestinal  obstruction 

7.  Heat  prostration 

8.  Female  hypofertility  and  complications  of  pregnancy 

9.  Congenital  bilateral  absence  of  the  vas  deferens 

C.  Additional  complications  unique  to  infancy  and  childhood 

1.  Meconium  ileus/plug 

2.  Prolonged  jaundice  of  infancy 

3.  Failure  to  thrive 

4.  Hypoproteinemic  edema 

5.  Rectal  prolapse 


Table  1.  Clinical  Manifestations  of  cystic  fibrosis. 


the  nose  and  paranasal  sinuses, 
hepatobiliary  system,  GI  tract, 
and  reproductive  system.  Symp- 
toms usually  begin  in  early 
childhood,  but  in  milder  cases  the 
onset  may  be  delayed  for  two  or 
three  decades.  Thus,  individuals 
with  CF  may  present  over  a wide 
age  range  to  practitioners  in  a 
variety  of  specialties,  including 
neonatology,  pediatrics,  family 
medicine,  internal  medicine,  pul- 
monary disease,  gastroenterol- 
ogy, allergy,  otorhinolaryngology, 
general  surgery,  urology,  obstet- 
rics, and  reproductive  medicine. 

A thorough  history,  physical 
examination,  and  selected  labora- 
tory studies  will  almost  always 
reveal  signs  and  symptoms  of 
chronic  pulmonary  disease  and 
malabsorption  with  or  without 
other  manifestations  which  occur 
with  lesser  frequency  (Table  1). 

However,  physicians  should  ap- 
preciate the  caveat:  The  spectrum 
of  clinical  features  is  so  varied  and 
symptoms  may  be  so  minimal  that 
one  cannot  exclude  the  possibility 
of  cystic  fibrosis  on  the  basis  of  a 
normal  growth  pattern,  absence  of 
pulmonary  disease,  or  normal  pancreatic 
exocrine  function.  A patient  should  never  be 
deprived  of  an  evaluation  because  of  “looking 
too  well  to  have  cystic  fibrosis.”4 

Sweat  Chloride 

The  main  diagnostic  procedure  is  the 
sweat  test,  in  which  chloride  concentration 
[Cl]  is  measured  in  a small  sample  of  fluid 
obtained  from  sweat  glands  that  have  been 
maximally  stimulated  by  the  iontophoretic 
application  of  pilocarpine.  Testing  is  indi- 
cated in  patients  of  any  age  who  have  clinical 
manifestations  consistent  with  CF  (Table  1). 
In  addition,  this  test  should  be  performed 
routinely  in  all  siblings  of  patients  with  CF. 

The  sweat  test  is  theoretically  straight- 
forward, but  accurate  results  depend  upon 
meticulous  technique,  since  minor  flaws  in 


the  collection  or  assay  of  the  sample  will 
cause  significant  errors  in  [Cl]  measurement. 
Results  are  unreliable  when  obtained  by  any 
of  the  “shortcut”  screening  techniques  or  in 
laboratories  which  seldom  perform  the  test.5 
Dependable  results  are  best  obtained  by  an 
experienced  technician  at  a CF  center,  and  at 
least  50  microliters  of  sweat  must  be  collected 
for  accurate  analysis.  Values  <20  mmol/liter 
are  normal;  values  ^60  mmol/liter  for  children, 
and  ^70  mmol/liter  for  adults,  are  diagnostic  of 
CF.  Intermediate  values  are  considered 
equivocal. 

Positive  tests  should  be  repeated  for 
confirmation,  and  results  which  are  equivo- 
cal or  not  consistent  with  the  clinical 
impression  should  also  be  repeated.  In  a 
minute  proportion  of  cases  (0.1  percent  to 
0.01  percent),  [Cl]  is  repeatedly  normal  or 
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equivocal,  in  which  case  the  patient  should 
be  referred  for  analysis  of  a DNA  sample. 

DNA  Analysis 

CF  occurs  in  individuals  who  are 
homozygous  for  mutations  in  the  CFTR  gene. 
The  major  mutation,  designated  AF508,  is  a 
deletion  of  three  base  pairs  resulting  in  the 
absence  of  phenylalanine  at  position  508  in 
the  CFTR  peptide;  this  occurs  in  70  percent 
of  the  chromosomes  of  North  American 
patients.  (The  frequency  of  mutation  types 
varies  in  other  populations.) 

Analysis  of  DNA  from  CF  patients  has 
revealed  over  200  different  mutations  of 
CFTR.  Some  are  rare  or  unique,  and  the 
identification  of  all  existing  mutations 
remains  incomplete  at  the  present  time.  DNA 
analysis  is  expensive  and  should  be  carried 
out  under  the  guidance  of  a consultant.  For 
carrier  detection  or  prenatal  diagnosis, 
patients  should  be  referred  to  a genetics 
clinic. 

Pathogenesis  I Clinical  Manifestations 

Intense  interest  in  the  functional  role  of 
CFTR  has  recently  led  to  a partial 
understanding  of  how  defective  CFTR  causes 
the  wide  array  of  clinical  manifestations. 
CFTR  is  a chloride  channel  spanning  the 
apical  membrane  of  the  epithelial  cells  which 
form  the  mucosa  of  the  respiratory,  gas- 
trointestinal, and  reproductive  tracts  and  the 
ducts  of  the  exocrine  pancreas. 

To  hydrate  the  secretions  of  these  organs, 
H20  shifts  from  the  epithelium  to  the  lumen 
by  osmotic  forces  generated  by  Na+  ions 
which  are  actively  pumped  into  the  lumen  by 
the  epithelial  cells.  Na+  must  be  accompa- 
nied by  Cl-  to  balance  the  electrical  charges. 
The  Cl-  flux  is  passive,  but  is  regulated  by 
intracellular  messenger  molecules  which 
signal  the  chloride  channels  to  open  or  close. 

In  CF,  the  movement  of  H20  into  the 
lumen  is  restricted  by  the  failure  of  CFTR  to 
open  normally.  This  causes  deficient  hydra- 
tion of  the  various  epithelial  secretions 
(mucus  in  the  respiratory,  GI,  and  reproduc- 
tive tracts;  enzymes  and  bicarbonate  in  the 
pancreas;  and  probably  bile  in  the  liver.)  In 


the  sweat  duct,  where  the  role  of  the 
epithelial  cell  is  absorption  from  (rather  than 
secretion  into)  the  lumen,  a similar  imperme- 
ability to  Cl-  causes  the  elevation  of  lumenal 
[Cl]. 

Lungs 

At  birth,  the  lungs  are  histologically 
normal,  but  once  airway  mucus  secretion 
begins,  excessively  viscous  material  becomes 
inspissated  in  small  airways.  Impaired 
ciliary  clearance  of  secretions  and  microor- 
ganisms renders  the  lungs  susceptible  to 
colonization  and  chronic  infection  with 
Staphylococcus  aureus , Hemophilus 
influenzae , and  Pseudomonas  aeruginosa. 

The  predilection  of  Pseudomonas  to 
colonize  the  airways  in  CF  is  thought  to  be 
related  to  an  interaction  between  the 
bacterium  and  the  patient’s  mucus.  The 
physicochemical  properties  of  CF  mucus 
induce  bacterial  production  of  alginate,  a 
mucopolysaccharide  which  further  increases 
the  viscosity  of  the  secretions.  The  highly 
viscous  secretions  in  turn  overwhelm  the 
capacity  of  airway  cilia  to  clear  debris  and 
microorganisms.  Alginate  also  imparts  a 
characteristic  mucoid  appearance  to  cultures 
of  Pseudomonas  from  CF  patients. 

Although  there  is  no  generalized  impair- 
ment of  cellular  and  humoral  immune 
mechanisms,  Pseudomonas  colonization  of 
the  lower  respiratory  tract  is  almost  never 
eradicated,  even  after  intensive  antibiotic 
therapy. 

In  the  early  phase  of  pulmonary  disease, 
cough  and  sputum  become  prominent,  with 
Pseudomonas  sometimes  imparting  a green 
tint  to  the  sputum.  The  initial  clinical  picture 
often  resembles  recurrent  bronchitis  or 
bronchiolitis.  Radiographic  abnormalities 
are  rarely  prominent  in  patients  with  early 
CF.  The  symptoms  tend  to  wax  and  wane, 
perhaps  responding  to  oral  antibiotics,  but 
becoming  more  pronounced  as  airway 
inflammation  worsens.  Wheezing  may  occur 
due  to  airway  hyperreactivity  or  pooled 
secretions. 

Inflammation  associated  with  chronic 
infection  of  the  lower  respiratory  tract  in  CF 
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inevitably  leads  to  bronchiectasis.  With 
progression,  airway  secretions  become  in- 
creasingly viscous,  profuse,  and  difficult  to 
clear.  Digital  clubbing  is  noted  in  a high 
proportion  of  patients,  and  whenever 
clubbing  is  associated  with  chronic  bronchi- 
tis or  bronchiectasis,  the  possibility  of  CF 
should  be  entertained.  Spirometry  demon- 
strates an  obstructive  pattern  which  may  or 
may  not  be  partially  reversed  by  the 
administration  of  a bronchodilator  such  as 
inhaled  albuterol.  Spirometry  also  shows  an 
accelerated  longitudinal  decline  in  the  forced 
vital  capacity  (FVC)  and  the  forced  expira- 
tory volume  in  one  second  (FEV^. 

Chest  radiographs  eventually  demon- 
strate thickening  of  airway  walls  and  diffuse 
ill-defined  infiltrates  representing  patches  of 
mucus  plugging  and  pneumonitis  (Figure  1). 
Mucosal  inflammation  and  mural  micro- 
abscesses may  ulcerate  the  bronchial  wall, 
producing  hemoptysis,  which  is  usually  self- 
limited. Massive  hemoptysis  is  less  common 
and  occurs  from  dilated  communications 
between  the  bronchial  arteries  and  pulmo- 
nary veins  in  bronchiectatic  airway  seg- 
ments. Mucus  plugging  and  collapse  of  the 
airways  during  expiration  cause  air  trapping 
and  hyperinflation  of  the  lungs.  Lung  volume 
measurements  show  that  in  addition  to 
increased  residual  volume  (reflecting  air 
trapping),  there  is  coexisting  restriction  of 
the  vital  capacity  and  total  lung  capacity. 
Exertional  dyspnea  develops  as  lung  func- 
tion becomes  progressively  impaired  and  the 
work  of  breathing  increases.  In  about  10 
percent  of  patients,  allergic  bronchopul- 
monary aspergillosis  further  complicates  the 
pulmonary  process.6  A recent  review  dis- 
cusses pathogenesis  at  greater  length.7 

In  the  average  patient,  CF  takes  several 
decades  to  progress  to  the  advanced  stage, 
which  is  reached  when  there  is  chronic 
hypoxemia,  pulmonary  hypertension,  and 
the  development  of  cor  pulmonale.  Pulmo- 
nary functional  correlates  of  this  stage  are 
FVC  less  than  40  percent  and  FEVj  less  than 
25  percent  of  their  respective  predicted 
values.  Even  at  this  stage,  patients  may 
survive  for  several  years.  However,  when 


respiratory  insufficiency  is  present  with 
severe  derangements  of  P02,  and  PC02,  the 
expected  survival  is  less  than  two  years. 

Pancreas 

CF  can  result  in  both  failure  of  pancreatic 
exocrine  function  and  diabetes  mellitus. 
Obstructive  plugging  of  small  pancreatic 
ducts  by  viscous  secretions  begins  in  utero, 
leading  to  the  destruction  of  acinar  cells, 
presumably  by  the  release  of  lytic  enzymes. 
The  secretion  of  bicarbonate  and  digestive 
enzymes  (lipase,  proteases,  and  amylase)  is 
reduced. 

When  about  95  percent  of  the  secretory 
capacity  is  lost,  malabsorption  becomes 
clinically  apparent.  Fat  and  protein  digestion 
are  deficient;  carbohydrate  digestion  is  less 
impaired.  The  most  prominent  symptom  is 
steatorrhea;  the  stools  are  loose,  frequent 
(from  3 to  10  or  more  per  day),  and  unusually 
malodorous,  and  an  oily  residue  from 
undigested  fat  may  be  noted.  Stool  volume 
and  water  content  are  not  increased  as  in 
diarrhea. 

While  a diagnosis  of  pancreatic  insuffi- 
ciency can  usually  be  based  on  symptoms, 
measurement  of  fat  in  a 72-hour  stool 
collection  may  be  helpful  if  quantitative 
assessment  is  needed.  The  indications  for 
other  tests  of  pancreatic  exocrine  function 
are  limited. 

Malabsorption  in  CF  is  almost  always 
associated  with  significant  malnutrition. 
Poor  weight  gain  occurs  in  spite  of  increased 
ingestion  of  nutrients  because  of  the  deficit  of 
calories  relative  to  energy  requirements, 
which  are  above  average  due  to  chronic 
infection  and  the  increased  work  of  breath- 
ing. 

There  appears  to  be  a vicious  cycle 
between  malnutrition  and  lung  disease:  the 
former  impairs  lung  defenses  against 
infection  and  mucus  clearance,  while  flares 
of  pulmonary  infection  induce  anorexia.  The 
consequences  of  fat  malabsorption  include 
depletion  of  bile  salts  (which  increases  the 
lithogenic  potential  of  bile),  and  deficiencies 
of  the  fat- soluble  vitamins  (A,  D,  E,  and  K) 
and  essential  fatty  acids. 
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Fibrosis  of  the  pancreas  may  ultimately 
impinge  on  the  islets  of  Langerhans, 
reducing  insulin  secretory  capacity.  About  30 
percent  of  patients  develop  glucose  intoler- 
ance, and  5 percent  to  10  percent  eventually 
develop  clinical  diabetes,  particularly  later 
in  the  course  of  CF.  These  individuals  may 
require  insulin,  but  are  not  prone  to  ketosis. 

Only  10  percent  to  15  percent  of  CF 
patients  retain  adequate  pancreatic  func- 
tion. These  patients  tend  not  to  be 
homozygous  for  the  AF508  mutation,  but 
have  other  mutations  of  CFTR,  they  have 
milder  pulmonary  disease  and  longer 
survival.  Due  to  the  preservation  of  enzyme 
secretion,  patients  with  pancreatic  suffi- 
ciency may  experience  recurrent  pancreatitis, 
in  distinction  to  the  patient  with  insuffi- 
ciency whose  pancreas  is  “burned  out.” 

Other  Manifestations 

The  distal  intestinal  obstruction  syn- 
drome (DIOS),  also  called  “meconium  ileus 
equivalent,”  occurs  when  the  distal  small 
bowel  becomes  partially  or  totally  obstructed 
with  poorly  digested  and  dehydrated 
mucoproteinaceous  material.8  The  present- 
ing features  are  constipation,  crampy 
abdominal  pain,  palpable  bowel  loops  filled 
with  impacted  stool  in  the  right  lower 
quadrant,  and  copious  fecal  material  on 
abdominal  radiographs. 

Prolonged  periods  of  poorly  controlled 
steatorrhea  and  abnormal  intestinal  motility 
predispose  to  DIOS,  which  tends  to  be 
recurrent  in  about  25  percent  of  patients, 
especially  those  who  are  older.  The  condition 
is  troublesome  because  it  may  be  difficult  to 
differentiate  from  appendicitis  and  intussus- 
ception, which  both  occur  with  increased 
frequency  in  CF.  Although  DIOS  responds 
poorly  to  enemas  and  laxatives,  oral 
administration  of  large  volumes  of  isotonic 
balanced  electrolyte  solution  (Golytely, 
Colyte)  is  effective  in  purging  the  obstructing 
fecal  material.9 

Intrahepatic  bile  stasis  is  associated  with 
histologic  evidence  of  focal  biliary  cirrhosis 
in  about  25  percent  of  patients,  of  whom  a few 
develop  portal  hypertension,  esophageal 


varices,  and  end-stage  liver  disease.10  Liver 
transplantation  may  be  indicated. 

Nasal  polyps  occur  in  about  30  percent  of 
children  and  adults,  contributing  to  obstruc- 
tion of  the  sinus  ostia.  Symptoms  of  acute 
and  chronic  sinusitis  are  common.  An 
extensive  discussion  of  other  clinical  mani- 
festations can  be  found  in  a book  by  L.  M. 
Taussig.11 

Principles  of  Management 

Most  patients  with  CF  succumb  to  end-stage 
lung  disease.  Although  we  lack  methods  to 
prevent  the  progression  of  lung  disease 
altogether,  aggressive  therapy  has  been 
enormously  successful  in  enhancing  the 
quality  of  life,  slowing  progression  of  the 
disease,  and  prolonging  survival.  The 
successful  strategy  requires  a comprehen- 
sive approach  in  which  the  patient,  family, 
CF  center,  and  primary  care  practitioner 
coordinate  measures  to  maintain  adequate 
nutrition,  fight  airway  obstruction,  and 
suppress  pulmonary  infection  by  means  of  a 
daily  maintenance  program  that  is  punctu- 
ated by  limited  courses  of  more  aggressive 
intervention  whenever  necessary. 

Pancreatic  insufficiency  is  corrected  by 
administering  capsules  of  enteric-coated 
pancreatic  enzymes  with  each  meal.  Enzyme 
doses  should  be  titrated  to  minimize 
steatorrhea.  The  patient  should  consume  a 
diet  of  normal  composition  with  sufficient 
calories  to  meet  daily  energy  requirements, 
sustain  normal  growth,  and  maintain  body 
weight.  Supplements  of  vitamins  A,  D,  and  E, 
and  occasionally  vitamin  K,  are  routinely 
given. 

Chest  physiotherapy  (postural  drainage 
and  percussion)  is  included  in  the  standard 
daily  maintenance  program  to  promote 
clearance  of  airway  secretions  and  mucus 
plugs.  Sufficient  duration  of  treatment  and 
correct  positioning  for  each  lung  lobe  are 
important  aspects  of  effective  technique.  An 
aerosolized  bronchodilator  such  as  albuterol 
is  generally  given  before  each  physiotherapy 
session.  Vigorous  physical  exercise  is  encour- 
aged to  the  extent  tolerated. 
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For  chronic  pulmonary  infection,  sup- 
pressive anti-Staphylococcal  antibiotics  are 
sometimes  given  continuously  according  to 
the  results  of  lower  respiratory  tract 
cultures,  which  should  be  done  at  least 
annually  for  surveillance,  but  may  need  to  be 
done  frequently  in  patients  who  are  ill. 
Methods  for  chronic  suppression  of  Pseudomo- 
nas are  being  studied;  unfortunately, 
extended  use  of  oral  ciprofloxacin  is 
counterproductive  because  of  the  rapid 
development  of  bacterial  resistance,  and 
should  therefore  be  discouraged. 

The  accurate  identification  and  sensitiv- 
ity testing  of  pathogens  in  CF  sputum 
requires  special  laboratory  techniques  which 
are  available  in  CF  centers.  Inevitably, 
patients  will  experience  exacerbations  of 
pulmonary  infection  marked  by  increased 
chest  congestion,  fatigue,  and  weight  loss. 
These  exacerbations  are  usually  marked  by 
significant  decrements  in  pulmonary  func- 
tion. 

The  level  of  symptoms  is  not  a reliable 
predictor  of  deteriorating  lung  function, 
which  becomes  irreversible  if  left  untreated. 
Therefore,  even  in  the  case  of  stable 
symptoms,  it  is  important  to  obtain  periodic 
spirometry.  Whenever  pulmonary  function 
declines  significantly,  an  aggressive  attempt 
should  be  made  to  reverse  the  process  by 
instituting  more  frequent  chest  physio- 
therapy and  high  doses  of  antibiotics 
specifically  targeted  to  the  patient’s  pulmo- 
nary pathogens. 

For  Pseudomonas , combinations  of  two 
drugs  should  be  given.  Aminoglycoside 
pharmacokinetics  are  altered  in  CF,  and 
unusually  high  doses  (averaging  10  mg./kg./ 
24  hr.  for  tobramycin)  must  be  used  in  most 
patients  to  achieve  therapeutic  blood  levels. 
Drug  resistance  is  encountered  occasionally 
in  Pseudomonas  aeruginosa , and  frequently 
in  organisms  such  as  Pseudomonas  cepacia 
and  Xanthomonas  maltophilia , which  are 
particularly  difficult  to  treat.  The  response  to 
therapy  should  be  monitored  by  .serial 
spirometric  testing,  and  antibiotics  contin- 
ued until  the  improvement  in  lung  function 
is  maximal  (usually  two  to  four  weeks).  In 


addition,  current  and  hypothetical  ap- 
proaches to  the  management  of  pulmonary 
infections  are  discussed  in  a review  by 
Thomassen  and  colleagues.12 

Patients  with  end-stage  lung  disease  may 
be  candidates  for  lung  or  heart/lung 
transplantation.  One-year  survival  in  the 
most  experienced  centers  approaches  80 
percent.13 

Role  of  the  CF  Center 

The  care  of  CF  is  a rapidly  evolving  science 
and  some  current  areas  of  investigation  are 
listed  in  Table  2.  The  most  innovative  is  gene 
replacement  therapy,  which  is  now  awaiting 
clinical  trials.  The  many  facets  of  modern 
management  require  the  collaboration  of 
physicians  in  various  specialties,  but  also 
essential  are  the  contributions  of  other 
professionals  with  special  expertise  in  the 
application  of  their  respective  disciplines  to 
the  care  of  the  CF  patient.  These  individuals 
include  nurses,  respiratory  therapists,  social 
workers,  dieticians,  and  laboratory  person- 
nel. In  addition,  prolonged  survival  in  CF  has 
heightened  the  need  for  psychological 
support  to  deal  with  such  issues  as  anxiety, 
depression,  and  dying.  As  CF  patients  enter 
adulthood,  many  achieve  satisfying  lives. 
Several  have  contributed  to  CF  research  and 
care  as  scientists,  physicians,  and  nurses. 
Under  the  leadership  of  the  CF  Foundation 
in  Bethesda,  Md.,  a nationwide  network  of 
CF  centers  conducts  research  and  provides 
diagnostic  services,  consultation,  clinical 
care,  and  teaching.  Physicians  are  encour- 
aged to  enroll  West  Virginia  patients  in  the 
Mountain  State  CF  Center,  which  currently 
follows  about  100  patients  (phone  (304)  293- 
4661  to  register  adults  or  (304)  293-4451  to 
register  children). 
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1.  CFTR:  function,  variants,  pharmacologic 
modulation 

2.  Transgenic  animal  models 

3.  Gene  transfer  therapy 
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MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
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both  of  our  Signa  1.5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
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pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  P.A. 

Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Director  Joseph  R.  Peacock,  M.D.,  Co-Director 
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Introducing  the  T.  Rowe  Price 
Summit  Municipal  Funds.  Now  you 

can  earn  higher  tax-free  income  with- 
out sacrificing  service.  The  Summit 
Municipal  Funds  employ  a low-expense 
strategy  to  provide  higher  income, 
exempt  from  federal  taxes.* 

Unlike  other  low-expense  funds, 
there  are  no  a la  caite  fees  for  check- 
writing, exchanges,  and  redemptions. 

In  addition  to  these  services,  you'll 
also  receive  a quarterly  newsletter, 
plus  a single  consolidated  statement 
of  your  T.  Rowe  Price  investments. 

And,  you'll  have  access  to  highly 
trained  service  representatives,  who 
will  not  only  handle  your  transactions, 
but  also  provide  timely  information  on 
the  fixed-income  markets. 


Achieving  higher  tax-free  income 
through  lower  expenses 


YIELDS 

3.16V. 

Tax-equivalent 
36%  tax  rate 

2.02V. 

Current  yield  as 
of  2/28/94 


The  Summit  Municipal 
Money  Market  Fund  combines 
the  advantages  of  federally  tax- 
free  income,  principal  safety, 
and  liquidity.** 


YIELDS 

6.23V. 

Tax-equivalent 
36%  tax  rate 

3.99% 

Current  yield  as 
of  2/20/94 


The  Summit  Municipal 
Intermediate  Fund  offers 
a tax-free  "middle  ground" 
between  a stable,  lower-yielding 
money  fund  and  a more  volatile, 
higher-yielding  long-term  fund. 


These  three  funds  are  part  of  a family 
of  new  low-expense  municipal  and 
income  funds  from  T.  Rowe  Price. 
These  funds  are  100%  no  load  with 
no  sales  charges  of  any  kind.  The 
minimum  Summit  Fund  investment 
is  $25,000. 

Call  24  hours  for  a 
Summit  Investment  Kit 

1-800-341-1207 
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YIELDS 

7.45% 

Tax-equivalent 
36%  tax  rate 

4.77% 

Current  yield  as 
of  2/20/94 


The  Summit  Municipal 
Income  Fund  offers  the  long- 
term investor,  who  can  tolerate 
higher  risk,  an  opportunity  to 
maximize  tax-free  income. 
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9.5%,  3.2%,  and  2.6%  are  the  total  returns  for  the  three  months  since  inception  10/31/93  to  1/31/94  for  the  Summit  Municipal  Money  Market  Fund,  the  Summit 
Municipal  Intermediate  Fund,  and  the  Summit  Municipal  Income  Fund,  respectively.  These  figures  are  not  annualized,  and  include  changes  in  principal  value  and  reinvested  dividends. 
Total  returns  represent  past  performance.  Investment  return  and  principal  will  vary  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  *Some  income  may 
be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax.  **The  Money  Fund’s  yield  is  not  fixed  or  guaranteed  by  the  U.S.  Government  and  there  is  no  assurance  the 
Fund  will  be  able  to  maintain  a stable  $1.00  net  asset  value.  Yields  and  share  prices  of  bond  funds  will  vary  with  interest  rate  changes.  Request  a prospectus  with  more  complete  infor- 
mation, including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc..  Distributor. 
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Medical  Society  of  Delaware  Insurance  Services,  Inc. 
Report  to  the  Stockholders 


William  H.  Duncan,  MD 


The  Princeton  Insurance  Company  entered 
the  Delaware  malpractice  insurance  market 
through  MSDIS  in  1989.  Since  that  time, 
Princeton  has  shown  itself  to  be  “A  Sound 
Choice.”  Princeton  (together  with  its  parent 
company)  is  the  nation’s  seventh  largest 
medical  malpractice  insurer.  It  is  recognized 
in  the  industry  as  a sound  value.  In  areas  of 
coverage  options,  claims  handling  philoso- 
phy, investment  strategy,  independent  rat- 
ings and  service  quality,  Princeton  is 
positioned  to  stand  by  its  policyholders  and  to 
respond  to  their  needs. 

Princeton  brings  special  notice  to  the  fact 
that  all  professional  liability  policies  are  not 
identical.  When  comparing  insurance  compa- 
nies, consider  which  company  has  the 
particular  policy  type  that  meets  the 
individual  physician’s  needs.  A physician’s 
specialty,  age  and  current  financial  status 
may  dictate  coverage  needs  which  are 
different  from  a colleague. 

In  Delaware,  Princeton  offers  physicians 
three  distinct  options  for  their  professional 
liability  coverage:  Occurrence  Plus,  Claims- 
Made  Advantage  and  Modified  Claims-Made. 


Dr.  Duncan  is  president  of  the  Medical  Society  of 
Delaware  Insurance  Services,  Inc. 

(Editor’s  Note:  This  is  the  third  in  a series  of  articles 
about  the  Society’s  insurance  subsidiary.  The  first  article 
[Del  Med  Jrl,  July  1993]  described  the  first  10  years  of 
MSDIS,  its  current  status,  organization  and  future 
plans.  The  second  article  [Del  Med  Jrl,  March  1994]  and 
those  to  follow  will  describe  the  different  insurance 
products  offered  by  the  subsidiary.) 


Occurrence  Plus  features  built-in  tail 
coverage  and  affords  peace  of  mind  for  a 
number  of  its  policyholders.  There  are  no 
unknown  future  costs  associated  with  the 
policy  as  with  a claims-made  policy. 

The  Claims-Made  Advantage  policy  is  a 
Princeton  innovation  that  allows  the  physi- 
cian to  move  easily  from  another  company’s 
claims-made  policy.  This  transitional  policy 
automatically  converts  to  Occurrence  Plus 
after  five  years  with  Princeton.  Similarly, 
the  Modified  Claims-Made  policy  provides  for 
a transition  over  a 10-year  period. 

Princeton  especially  recognizes  that 
today  even  the  best  of  doctors  can  be  drawn 
into  a medical  malpractice  lawsuit.  If  this 
happens  the  insurance  company’s  claims 
philosophy  will  play  a major  role  in  how  well 
the  physician’s  professional  reputation  is 
preserved. 

The  defense  of  the  doctor’s  reputation  is 
important  to  Princeton  and  it  takes  a strong 
stance  against  meritless  claims.  Princeton’s 
practice  is  to  defend  meritless  claims,  even 
though  defense  costs  may  exceed  an  early 
settlement.  Statistics  demonstrate  the  wis- 
dom of  this  claims  approach:  over  the  last 
four  years,  95  percent  of  the  Princeton- 
managed  cases  disposed  of  by  the  courts  were 
resolved  in  the  policyholder’s  favor. 

In  addition  to  Princeton’s  aggressive 
stance  against  meritless  claims,  the  company 
promotes  greater  awareness  of  current 
trends.  In  1993,  Princeton  Insurance  Com- 
pany hosted  a “Partners  in  Litigation” 
meeting  in  Wilmington.  This  program 
focused  on  ways  to  help  physicians  facing  a 
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lawsuit  to  contribute  effectively  during  the 
litigation  process  and  to  help  them  manage 
the  stress  inherent  in  the  experience.  Those 
attending  had  the  opportunity  to  gain  insight 
from  the  Princeton  company  representa- 
tives, defense  attorneys,  former  defendants 
and  other  experts  familiar  with  the  process. 

As  part  of  this  trend,  Princeton  strives  to 
alert  policyholders  to  potential  problem 
areas  before  they  result  in  a claim.  In  this 
way  policyholders  can  take  steps  to  prevent 
incidents  from  happening  at  the  outset.  A 
quarterly  newsletter  highlights  areas  of 
potential  liability  and  risk  management 
seminars  address  claim  trends. 

Princeton  believes  that  its  insureds 
should  know  that  it  has  chosen  a conserva- 
tive investment  approach  which  keeps  the 
company  financially  stable.  An  insurance 
company,  like  a private  investor,  can 
improve  the  “bottom  line”  through  wise 
investments.  Changes  in  the  economy  could 
spell  instability  for  an  insurance  company 
not  positioned  to  “stay  the  course”  despite 
market  fluctuations.  With  its  conservative 
approach,  the  company  maintains  a high- 
quality,  low-risk  investment  portfolio  that 
does  not  include  common  stocks,  junk  bonds 
or  commercial  real  estate.  Ninety-five 
percent  of  Princeton’s  investments  fall  into 
the  highest  quality  classification  established 
by  the  National  Association  of  Insurance 
Commissioners. 

When  looking  to  independent  sources, 
such  as  rating  services,  for  objective 
information  to  compare  insurance  compa- 
nies, Princeton  does  well.  These  rating 
services  review  an  insurer’s  management 
team,  operations  and  financial  stability 
before  awarding  a rating.  The  two  widely 
known  independent  rating  services  are 
Standard  and  Poor’s  and  A.M.  Best. 

Standard  and  Poor’s  issues  claims  paying 
ability  ratings,  which  gauge  an  insurance 
company’s  financial  strength  and  ability  to 
pay  policyholder  claims.  The  evaluation 
process  includes  a meeting  with  the 
management  team  and  an  analysis  of  the 
company’s  underwriting,  claims,  investment 
and  reinsurance  programs. 


Princeton  Insurance  Company  (along 
with  its  parent  company)  has  attained  a 
claims-paying  ability  rating  of  “A”  from 
Standard  and  Poor’s.  This  rating  signifies 
secure  policyholder  protection.  Of  similar 
companies  specializing  in  physician  profes- 
sional liability  insurance,  only  Princeton  has 
undergone  the  rigorous  examination  process 
entailed  in  earning  a claims-paying  ability 
rating  from  Standard  and  Poor’s. 

Princeton  has  also  received  a B++  (Very 
Good)  rating  from  A.M.  Best.  According  to 
Best,  a “B++  rating  is  assigned  to  those 
companies  which  in  our  opinion  have 
achieved  very  good  overall  performance.” 

Princeton  markets  all  its  products 
through  a select  group  of  independent 
agents,  such  as  MSDIS.  MSDIS  is  well 
versed  in  the  company’s  coverages  and 
services.  MSDIS  is  also  closely  in  touch  with 
marketplace  trends.  As  the  physician’s 
agent,  MSDIS  is  the  representative  to  the 
company  and  first  and  foremost  has  the 
physician’s  interests  in  mind  when  securing 
insurance  coverage.  MSDIS  will  also  assure 
that  the  physician  has  been  placed  in  the 
proper  rating  category.  Also,  it  is  important 
to  note  that  MSDIS  does  not  represent  any 
one  company  exclusively.  This  permits  the 
performance  of  an  objective  analysis  of 
coverage  needs  to  assist  the  physician  in 
making  the  most  appropriate  choice. 

Princeton  Insurance  Company  is  commit- 
ted to  staying  in  touch  with  policyholders’ 
needs  and  has  a demonstrated  flexibility  in 
developing  new  approaches  in  underwriting 
in  response  to  the  changing  medical  and 
health  care  environment. 

When  MSDIS  asked  Princeton  to  de- 
scribe in  a few  words  what  sets  it  apart  from 
other  companies,  its  response  was,  “Service, 
Stability,  Innovation,  Trust.” 

Princeton  Insurance  Company  is  proud  of 
its  growing  success  in  the  state  of  Delaware. 
They  feel  confident  that  after  Delaware 
doctors  consider  all  the  factors  relating  to 
medical  malpractice  insurance,  they  too, 
through  MSDIS,  may  want  to  make  the 
Princeton  choice. 
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June  11,  1994 
14th  ANNUAL 

ADVANCES  IN 
GASTROENTEROLOGY 

Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian  Medical  Center 
Gastrointestinal  Section 

Accreditation:  Continuing  Medical  Education  Credits 
will  be  provided  by  the  Presbyterian  Medical  Center  of 
Philadelphia,  an  affiliate  of  the  University  of  Pennsylvania. 
The  Presbyterian  Medical  Center  of  Philadelphia  is  accredit- 
ed by  the  Pennsylvania  Medical  Society  to  sponsor  continu- 
ing medical  education  for  physicians. 

Information: 

Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


Another  Claim  Rejected  ? 

Doctor’s  Office  Assistant  software  allows  you  to  preview  your 
claims  on  the  screen  before  you  send  them.  It  even  checks  for 
missing  data,  and  tells  you  what  required  information  has  yet  to 
be  entered.  Thus,  you  no  longer  have  to  waste  your  time  and 
money  in  resubmitting  your  claims.  With  Doctor's  Office 
Assistant  submitting  incomplete  claims  is  nearly  impossible. 
Imagine  what  this  does  to  your  cash  flow  ! 

Whether  you  are  looking  for  your  first  computer  system  or  you  are  thinking  of  changing 
your  existing  system,  we  invite  you  to  call  us  for  a hands-on  demonstration  of  the  Doctor’s 
Office  Assistant  software  on  industry  standard  PCs.  We  are  A Preferred  VIP  vendor 
with  Medicare. 

InfoQuest  Systems,  Inc. 

314  East  Main  Street,  Kelway  Plaza,  Suite  1 Newark,  DE  19711 
Phone  : (302)  456-3392  Fax  : (302)  731-0298 

Quality  * Urgency  * Economy  * Support  * Thinking 

The  Quest  for  the  best  Practice  Management  System  ends  here 
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OB-GYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASFIRA TION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AfHIiated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J 24-2 6 Omega  Drive 
Newark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  8AM  - 8PM  • Sat.  8AM  - 1PM 
Radiology  Consultants: 

Steven  Edeli,  D.O.,  F.A.C.R.  Annina  Nicholas  Wilkes,  M.D.  Michael  White,  M.D. 

Susan  Barnes,  M.D.  Christine  Dietrich,  M.D.  Anthony  Scola,  M.D. 

Accredited  by  the  American  College  of  Radiology 


NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of 
the  Medical  Society  of  Delaware,  the 
Delaware  Medical  Journal  periodically 
provides  a listing  of  new  members  to  each  of 
the  state’s  three  counties.  Each  entry 
provides  the  following  information,  as 
available:  name,  office  address,  phone 

number  and  fax  number.  Those  members 
who  do  not  yet  have  an  office  address  or 
phone  number  may  be  contacted  through  the 
Medical  Society  offices. 

Jeffrey  B.  Bond,  MD 

3501  Silverside  Road,  Naamans  Bldg., 
Wilmington,  19810:  479-3937 
Ophthalmology  (1992) 

Vanderbilt  University  School  of  Medicine  - 
1987 

Guy  H.  Chan,  MD 

3401  North  Broad  Street,  Philadelphia,  PA 

19140:215-707-4829 

Ophthalmology  (1963) 

University  of  Ottawa  - 1957 

Rebecca  D.  Cintron,  MD 
ZENECA  Pharm.,  CAMPS,  1800  Concord 
Pike,  Wilmington,  19810:  886-2401 
Preventive  Medicine/Epidemiology 
Eastern  Virginia  Medical  School  - 1989 

Paul  A.  Kaplan,  MD 

2700  Silverside  Road,  Wilmington,  19810: 
478-0735 

Family  Practice  (1989) 

University  of  Cape  Town  - 1984 


Kevin  C.  Kelley,  MD 

NE  State  Service  Center,  1624  Jessup  St., 
Wilmington,  19802:  577-3536 
Obstetrics/Gynecology 
University  of  Vermont  - 1976 

Susanne  I.  Kost,  MD 

Alfred  I.  DuPont  Institute,  1600  Rockland 
Road,  Wilmington,  19899:  651-4296 
Pediatrics  (1991),  Pediatric  Emergency 
Medicine 

University  of  Pennsylvania  - 1988 

William  G.  MacKenzie,  MD 
Alfred  I.  DuPont  Institute,  1600  Rockland 
Road,  Wilmington,  19899  ; 651  -5890 
Pediatric  Orthopaedic  Surgery  (1993) 
University  of  British  Columbia  - 1986 

Hamid  Mirhoseini,  MD 

205  Medical  Arts  Pavilion,  4745  Ogletown 

Stanton  Rd.,  Newark,  19713:  738-0448 

Cardiovascular  Surgery 

University  of  Isfahan  School  of  Medicine  - 

1975 

Mark  G.  Mulvihill,  MD 

Christiana  Hospital,  P.O.  Box  6001,  Newark, 

19718:  733-2670 

Anesthesiology 

New  York  Medical  College  - 1988 

Christopher  J.  Murphy,  MD 

Wilmington  Hospital,  Emergency  Medicine, 
P.O.  Box  1668,  Wilmington,  19899:  428-2100 
Emergency  Medicine 
Emory  University  - 1986 
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Carey  L.  Nathan,  MD 

216  Medical  Arts  Pavilion,  4745  Ogletown 
Stanton  Rd.,  Newark,  19713:  737-5444 
General  Surgery  (1993),  Colon  & Rectal 
Surgery 

Georgetown  University  - 1987 

Peter  V.  Rocca,  MD 

Suite  4,  1815  West  13th  St.,  Wilmington, 
19806:  658-6606 

Internal  Medicine  (1991),  Rheumatology 
(1994) 

Georgetown  University-  1988 

Oluseyi  J.  Senu-Oke,  MD 

Apt.  7,  2006  Limestone  Road,  Wilmington, 
19808:  992-0411 
Family  Medicine  (1988) 

Wright  State  University  - 1985 

James  N.  Simon,  DO 

106  Bow  Street,  Elkton,  MD  21921:  (410) 
392-7096 

Anesthesiology/Pain  Management  (1987) 
Philadelphia  College  of  Osteopathic  Medi- 
cine - 1981 

Carl  L.  Smith,  MD 

Suite  104,  1021  Gilpin  Ave.,  Wilmington, 
19806: 575-1776 

Physical  Medicine  and  Rehabilitation 1993) 
University  of  Pittsburgh  School  of  Medicine  - 
1988. 

Tae  S.  Song,  MD 

2401  Pennsylvania  Ave.,  Wilmington,  19806: 
656-9486 

Internal  Medicine,  Hematology/Oncology 
Seoul  National  University  Medical  College  - 
1949 

Thomas  A.  Sweeney,  MD 

5217  West  Woodmill  Dr.,  Wilmington,  19808: 
633-2345 

Emergency  Medicine 

University  of  Rochester  - 1990 

Tamara  R.  Vrabec,  MD 

502  Medical  Office  Building,  7th  and  Clayton 
Sts.  Wilmington,  19805:  426-9470 
Ophthalmology  (1991),  Retina/Vitreous 
Medical  College  of  Pennsylvania  - 1985 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild  : 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon s is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  tiie  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  deziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed. , p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  at. , The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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Sigst  SmjoJzinjg!* 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 

A DIVISION  OF 

r PULMONARY  ASSOCIATES,  PA. 

' Medical  Specialists  in  Lung  Health 

Sif/n  On 

SmaJdjuj 

Physician  Directed 
t!  Multi-Interventional 

Emphasis  on  Relapse 
Prevention 

Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  MJ).,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 

Group  and  Employer-Sponsored  Program 
Discounts  Available 

I 


-220-LUNG 


1-8 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  ‘magic ' words  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  363*5300 
NJ (609) 299*3224 


"UUe  make  the  difference" 


snuv  n.  hoov€r,  r.p.t. 

PHYSICAL  THCRAPV  ASSOCIATES 


1. 


2. 


SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP. 


3.  ARTHRITIS  RELATED  DISEASES 

HIP.  KNEE  & FOOT 


4.  SWIM  THERAPY 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BS  OF  MD. 

MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN’S  RD. 
CHRISTIANA/NEWARK.  DE 


737-9465 

KELWAY  PLZ..  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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VNA  Delivers 
High-risk  Obstetrics, 
Neonatology, 
Pediatric  Care 


V 

t «*■) 


and  Smiles. 


At  VNA,  we  are  witnessing  the  birth  of  a new 
generation  in  the  health  care  industry. 

Home  health  care  is  a fast-growing  member  of  this  industry  and  our  Specialty  Care 
Services  were  created  to  grow  with  the  changing  needs  of  patients.  Our  highly  specialized 
home  care  teams  are  ready  to  pick  up  where  the  hospital  leaves  off.  Services 
include  Obstetrics,  Neonatology,  Pediatrics,  Oncology,  HIV/AIDS,  IV.  Therapies 
and  Rehabilitation.  VNA  is  a high  quality,  low  cost  resource  for  your  family. 

By  discovering  VNA  Specialty  Care  Services,  you  can  look  forward  to  a brighter, 
healthy  future.  And  surely  that’s  something  that  will 
put  a smile  on  your  face.  Call  (302)  323-8200  for  more 
information... we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 


Association 
[Delaware]  of  Delaware 


EDITORIAL 


Remembrance  of  Things  Past 


I remember  how  it  was.  It  was  like  a different 
world.  Maybe  it  is  just  that  I saw  it  then  as  a 
child,  and  I see  it  differently  now  as  an  aging 
adult.  But  no,  it  really  was  different  — more 
somber  and  grim,  but  at  the  same  time  more 
disciplined  and  determined.  The  systems 
were  different  and  the  expectations  were 
different.  It  was  called  “the  Depression.” 

Others  have  written  of  how  it  was,  but  I 
suspect  everyone  had  different  experiences 
and  understandings  and  therefore  has 
different  memories.  Everyone  was  poor, 
although  we  didn’t  spend  time  thinking 
about  it.  That  was  normal.  There  were  just 
degrees  of  poorness;  poor,  poorer  and 
poorest.  There  were  no  rich,  or  if  there  were, 
they  were  somewhere  else.  Not  in  my  town.  I 
guess  I was  one  of  the  least  poor  ones  as  my 
dad  had  a job  — a steady  job  from  which  he 
was  not  likely  to  get  fired.  He  was  a 
physician,  but  seriously  handicapped  by 
rheumatic  heart  disease,  so  he  was  unable  to 
practice.  He  worked  for  the  state  in  an 
institution  for  the  retarded,  or  as  we  called 
them  then,  “feeble  minded.”  The  pay  was 
miniscule,  but  it  was  not  a very  demanding 
job,  with  regular  hours  and  no  night  calls.  He 
could  handle  that.  Probably  the  toughest 
part  was  talking  with  patients’  families.  That 
was  on  Sundays,  the  only  time  most  of  them 
could  visit. 

The  setting  was  outside  a small  town 
(pop.  5,000)  about  30  miles  from  New  York 
City.  This  was  one  of  three  institutions  for 
the  retarded  servicing  primarily  New  York 
City,  which  at  that  time  had  a population  of  6 
million.  The  three  institutions  had  a total 


census  of  about  23,000.  There  were  probably 
other  retarded  people  institutionalized  in 
other  facilities  such  as  prisons,  county 
homes,  private  institutions  and  long-term 
hospitals. 

There  were  all  levels  of  retardation  in  our 
institution,  separated  by  IQ,  and  the  males 
and  females  were  in  widely  separate 
locations.  There  were  “high  grade,”  which 
meant  moron  level,  IQ  50  to  75;  “low  grade,” 
which  meant  idiot  level,  roughly  IQ  30  to  50; 
and  imbecile  below  that,  usually  pretty 
helpless. 

There  was  little  in  the  form  of  a diagnosis 
beyond  the  IQ,  though  they  were  beginning 
to  sort  out  various  causes  of  retardation.  The 
“mongoloid”  was  recognized  because  of  the 
appearance,  though  nobody  had  ever  heard 
of  trisomy  21  or  had  the  faintest  idea  of  the 
causation.  Cretins  were  curiosities,  and  the 
basic  thyroid  deficiency  recognized. 
Phenylketonuria  did  not  even  exist,  which  is 
to  say  it  was  totally  unrecognized. 

Our  institution  was  considered  a “model” 
institution,  and  we  had  several  “idiots 
savants,”  and  were  considered  innovative 
and  very  progressive.  There  were  frequent 
international  visitors,  there  to  learn  how 
things  should  be  done. 

Much  of  the  care  was  custodial,  as  there 
was  literally  nothing  that  could  be  done 
below  IQ  50.  Budgets  were  extremely  limited 
and  personnel  almost  totally  untrained. 
There  were,  for  example,  whole  buildings  or 
“cottages”  filled  with  “spastics”  (cerebral 
palsy).  In  retrospect,  probably  many  of  them 
had  normal  intelligence  if  anyone  knew  how 
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to  communicate  with  them  and  could  test 
them.  They  lay  around  in  “sawdust  beds”  24 
hours  a day,  year  in  and  year  out.  Sawdust 
beds  were  boxes  about  three  feet  wide,  six 
feet  long  and  two  and  a half  feet  high  filled 
with  sawdust,  which  was  about  the  cheapest 
material  available  anywhere.  Sawmills 
would  almost  pay  you  to  haul  the  stuff  away. 
These  were  to  prevent  bed  sores,  and  they 
worked.  The  patients  lay  directly  on  the 
sawdust  with  a sheet  or  light  blanket  over 
them;  they  were  all  incontinent,  of  course. 
There  was  no  one  to  help  them  or  train  them. 

Beside  each  bed  was  a large  scoop,  and  at 
the  foot  of  the  bed,  two  barrels,  one  full  of 
clean  sawdust  and  the  other  for  dumping 
dirty  sawdust.  They  were  respectively  filled 
and  emptied  as  the  need  arose.  The 
attendant  would  simply  scoop  out  the  wet  or 
soiled  sawdust,  and  when  the  level  in  the  box 
got  too  low,  fill  it  with  clean  sawdust.  I never 
saw  a bed  sore  there.  In  fact,  the  first  bed 
sore  I ever  saw  was  in  a hospital  fully  staffed 
with  nurses  where  patients  wore  pajamas 
and  lay  on  sheets  and  mattresses. 

Although  the  idiot  and  imbecile  levels 
were  purely  custodial,  the  moron  level  was 
not.  They  were  teachable  and  required  by  the 
laws  of  the  state  to  attend  school  until  age  14. 
School  went  through  sixth  grade,  as 
experience  had  shown  that  a 70  IQ  cannot  go 
much  beyond  that.  They  were  encouraged  to 
keep  trying  in  school  as  long  as  they  could 
make  any  progress  at  all.  Thereafter,  until 
their  early  or  mid  20s,  they  were  trained  to 
enter  the  outside  world. 

To  a certain  extent  the  definition  of 
moron  level  was  flexible  and  a social 
definition.  People  of  below-average  intellect 
are  often  trusting,  easily  led  and  misled,  so 
when  they  showed  a tendency  to  be  misled, 
they  were  committed  by  court  order  to  an 
institution.  In  some  cases,  lack  of  a home  or 
supervisory  environment,  combined  with  a 
low  IQ,  might  make  the  difference  of  whether 
they  were  committed  or  not.  Thus  a girl  of  13 
or  14  who  got  pregnant  might  be  committed, 
but  if  she  got  pregnant  a second  time  by  age 
15,  she  almost  certainly  would  be  committed. 
A boy  of  borderline  intelligence  who  got 


involved  in  petty  crime  or  misbehavior  might 
be  sent  to  this  facility  instead  of  to  a 
reformatory.  These  people  often  did  better 
there,  with  nobody  to  take  advantage  of 
them,  and  competition  only  with  others  of 
their  own  intellectual  level. 

Much  of  the  institutional  program  or 
system  was  designed  with  only  a few 
guidelines  or  objectives.  First  and  foremost, 
keep  the  costs  down.  Make  the  institution  as 
self  sufficient  as  possible.  These  were  the 
Depression  years,  and  there  simply  was  no 
money  around.  Second,  a wholesome  working 
environment  for  those  who  can  be  rehabili- 
tated (i.e.,  can  be  moved  out  into  society  and 
can  cope).  And  third,  custodial  care  for  those 
who  are  untrainable. 

The  institution  covered  about  nine  or  10 
square  miles  and  60  to  70  percent  of  it  was 
farmed.  There  were  com  fields,  vegetable 
fields,  orchards,  pasture  land,  pig  farm, 
chicken  farm,  dairy  farm,  slaughter  house, 
etc.  There  were  horse  bams  for  horses  and 
mules,  which  did  a lot  of  the  work;  the 
inmates  could  learn  to  handle  them  well. 
There  was  a blacksmith  shop  and  machine 
shops  and  a power  plant  to  generate 
electricity  and  steam  for  heat. 

The  male  inmates  16  to  25  did  most  of  the 
work  — under  supervision  — and  learned 
how  to  care  for  different  types  of  farms  and 
farm  animals.  They  were  much  in  demand  as 
hired  hands  on  the  farms  of  New  York  state, 
where  the  state  set  the  terms  of  their 
employment  — at  least  initially. 

The  women  worked  in  the  laundry,  the 
kitchens,  the  bakery,  the  cannery  and  in 
sewing,  cleaning  and  what  were  considered 
household  occupations.  The  best  and  bright- 
est were  trained  in  staff  homes  as  domestic 
servants.  When  these  women  left  the 
institution,  they  were  employable  and 
marriageable,  and  many  made  the  transition 
successfully  to  hotel  work,  restaurants, 
laundries,  the  clothing  trades,  and  some 
made  good  wives  and  mothers.  It  was  an 
interesting  concept  and  it  worked  well  for  its 
time. 

After  World  War  II,  the  economy 
improved  and  it  became  more  difficult  to  find 
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the  same  caliber  employees  at  the  state  pay 
scale.  Protest  groups  of  different  types 
objected  to  requiring  the  inmates  to  work 
without  pay,  so  the  farming  activities  were 
gradually  shut  down,  the  dairy  herds  and 
other  livestock  sold  and  the  laundry  was 
contracted  out.  Cooks  had  to  be  hired  for  the 
kitchens  and  the  cannery  was  no  more.  There 
was  nothing  to  can,  and  all  food  was 
purchased.  Now  the  inmates  sat  all  day  with 
nothing  to  do,  so  they  had  to  hire  recreational 
therapists,  sociologists  and  psychologists  to 
occupy  their  time. 

Other  public-spirited  groups  objected  to 
other  aspects  of  the  operation,  so  the  sawdust 
beds  were  disposed  of  and  they  had  to  hire 
large  numbers  of  nurses  and  aides  to  cope 
with  the  bed  sores.  As  the  costs  went  up,  the 
number  of  patients  that  could  be  cared  for 
went  down.  Today  most  of  the  buildings 
stand  idle  and  empty.  The  fields  are  grown 


up  in  brush  and  second  growth  trees.  Some 
land  has  been  sold  off  for  development. 

The  potential  patients  roam  the  streets  of 
New  York  in  gangs,  involved  in  the  drug 
trade,  petty  thievery  and  violence,  crowding 
into  our  courts  and  prisons.  The  young 
women  ply  their  trade  as  prostitutes  or  carry 
out  their  rights  to  be  teenage  mothers, 
raising  a new  generation  of  lost  children  with 
borderline  IQs.  It  is  difficult  enough  for  a 
normal  IQ  to  live  on  welfare  and  food  stamps. 
With  an  IQ  of  70,  these  people  don’t  have  a 
prayer.  But  they  have  their  rights. 

As  for  the  institution,  perhaps  the 
buildings  may  come  in  handy  some  day  for 
future  epidemics  — AIDS  or  tbc  — or  as 
minimum  security  prisons,  which  is  what 
they  were  before.  We  seem  to  need  more  and 
more  of  them. 

E.  Wayne  Martz,  MD 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-  USAF 
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MEDLAB  AND  MAYO  MEDICAL  LABORATORY 
AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory  Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  the  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior 
local  service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


• Same  day  hard  copy  reports  on 
morning  specimens 

• Convenient  twice  a day  courier  service 

• Four  hour  turnaround  time  on 
routine  tests 

• Complete  menu  of  esoteric  tests 
from  Mayo 


• Pathologists  and  supervisors 
available  or  for  consultation  from 
both  labs  on  your  laboratory  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Letter,  Mayo 
Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications,  free,  courtesy 
of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  the  greater  Philadelphia  area. 


met 


CLINICAL  TESTING  INC. 


. . . BECAUSE  QUALITY  IS  ESSENTIAL® 


P.O.Box  10770  • Wilmington,  Delaware  1 9850 


(302)  655-LABS 


LETTERS  TO  THE  EDITOR 


A Fond  Farewell 


This  is  a letter  originally  addressed  to 
Governor  Thomas  R.  Carper 

It  is  with  a great  deal  of  mixed  emotion  that 
I hereby  announce  my  retirement  from 
service  on  the  Industrial  Accident  Board. 
Please  accept  this  effective  June  1,  1994.  As 
of  February  1994, 1 will  have  proudly  served 
15  years  on  that  honorable  body.  Since  my 
original  appointment  by  Governor  DuPont  in 
February  1979  and  subsequent  re-appoint- 
ments by  Governor  Castle,  I have  attempted 
to  live  up  to  the  standard  of  fair  play  and 
responsibility  expected  of  the  position.  I like 
to  think  that  my  service  on  the  Board  will  be 
remembered  for  the  even-handedness  of  my 
decisions  and  the  improvement  and  modern- 
ization of  the  administration  of  the  Indus- 
trial Accident  Board.  During  my  tenure  as 
Chairman  of  the  Board,  I proudly  partici- 
pated in  the  smooth  and  efficient  operation  of 
the  Board  and  the  creation  of  its  Rules 
Committee. 

I certainly  will  keep  in  touch  with  all  of 
the  friends  and  acquaintances  I have  made 
over  the  years.  Along  with  the  other 
members  of  the  Board,  past  and  present,  I 
came  to  know  the  other  fine  public  servants 
who  are  associated  with  its  administration. 

Of  particular  pleasure  to  me  was 
observing  the  quality  and  dedication  of  those 
who  came  before  the  Board.  The  medical  and 
legal  communities  will  be  remembered  with 
great  fondness,  both  for  their  cooperation 
with  the  Board  and  their  dedication  to  their 
patients  and  clients.  Rather  than  thank 
these  participants  individually,  I am  simply 


sending  a copy  of  this  letter  to  Thomas  J. 
Maxwell,  MD,  the  president  of  the  Medical 
Society  of  Delaware,  and  Philip  E.  Herrmann, 
Esq.,  chairperson  of  the  Delaware  Bar 
Association’s  Section  on  Worker’s  Compensa- 
tion, asking  them  to  convey  my  gratitude  and 
best  wishes  to  their  constituents. 

I say  I retire  from  the  Board  with  mixed 
emotions.  I will  indeed  miss  the  excitement 
and  participation.  On  the  other  hand,  I look 
forward  to  spending  more  time  with  my 
family.  Two  years  ago  when  I retired  from  my 
private  business  of  30  years,  I found  great 
pleasure  in  spending  more  time  with  my  wife 
and  family.  I plan  to  spend  a lot  more  time 
now  with  my  wife  and  children  and  I 
particularly  look  forward  to  watching  my 
grandchildren  grow  up  to  be  good  and  happy 
Delawareans.  I sincerely  thank  you  for 
allowing  me  to  proudly  serve  you.  I remain... 

Warner  T.  Foraker 


An  Alert  from  the  NCPIE 

The  National  Council  on  Patient  Information 
and  Education  (NCPIE)  and  the  U.S. 
Administration  on  Aging  (AoA)  will  launch  a 
national  television,  radio  and  print  public 
service  campaign  to  improve  the  safe  and 
effective  use  of  prescription  medicines  in 
early  1994.  The  campaign,  featuring  actor  Ed 
Asner,  will  advise  consumers  to  ask  their 
doctor,  pharmacist,  or  other  health  care 
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professional  an  important  question  every 
time  they  get  a new  prescription. 

The  question,  “Will  this  new  medicine 
work  safely  with  the  other  medicines  I am 
taking,”  alerts  the  doctor,  pharmacist,  nurse 
or  other  health  care  provider  that  the  patient 
is  taking  multiple  medicines.  This  gives  the 
health  professional  an  opportunity  to  review 
the  patients’  entire  medicine  regimen.  Such 
a review  can  help  consumers  avoid  any 
known  adverse  effects  or  interactions 
between  the  prescription  and/or  nonpre- 
scription medicines  they  are  already  taking 
and  the  new  medicine  being  prescribed. 

Improving  communication  between  health 
professionals  and  their  patients  about 
multiple  medicine  use  is  crucial.  More  than 
23  million  Americans  age  65  and  older  take, 
on  average,  between  one  and  six  or  more 
prescription  medicines  per  day.  Each  year, 
older  patients  experience  more  than  nine 
million  adverse  reactions  and  a fourth  of  all 
nursing  home  admissions  result  from  older 
persons  being  unable  to  take  their  medicines 
properly. 

The  Council  wants  to  alert  doctors  that 
our  media  campaign  may  cause  their 
patients  to  begin  asking  if  their  new 
prescription  medicine  will  work  safely  with 
the  other  medicines  they  are  taking.  We 
encourage  doctors  to  take  the  initiative  and 
ask  their  patients  about  the  other  prescrip- 
tion and  nonprescription  medicines  they  are 
taking  before  a new  medicine  is  prescribed. 

Thank  you  for  helping  us  alert  your 
readers  to  this  upcoming  public  health 
initiative.  With  their  participation,  we  know 
it  will  succeed. 

Robert  M.  Bachman 
Executive  Director,  NCPIE 


Percutaneous  Tube 
Cecostomy  as  Treatment  for 
Colonic  Pseudo-Obstruction 

Colonic  pseudo-obstruction  is  most  com- 
monly seen  in  patients  who  have  undergone 
surgery  for  major  trauma  as  well  as  in  those 
who  are  septic,  debilitated,  or  bedridden. 
Traditionally,  the  treatment  for  mild  cases  of 
colonic  pseudo-obstruction  has  consisted  of 
decompression  of  the  gastrointestinal  tract 
by  nasogastric  and  rectal  tubes.  If  this 
treatment  fails  or  if  the  cecum  begins  to 
dilate  to  greater  than  10  to  12  cm  in 
diameter,  the  colon  should  be  urgently 
decompressed.  Colonoscopy  is  successful  in 
most  cases,  although  repeated  treatments 
and/or  adjuvant  measures  to  maintain  the 
decompression  (for  example,  insertion  of  a 
Salem  sump)  may  be  required. 

Other  methods  of  treatment  are  avail- 
able, such  as  operative  cecostomy,  which  is 
associated  with  a high  rate  of  postoperative 
complications,  and  CT-guided  percutaneous 
insertion  of  a tube.  The  latter  procedure  does 
not  allow  for  visualization  of  the  wall  of  the 
bowel,  a point  of  concern  if  the  patient  has 
had  a long-standing  obstruction  in  which 
necrotic  bowel  could  be  missed. 

Herein,  we  wish  to  communicate  the 
successful  treatment  of  colonic  pseudo- 
obstruction by  percutaneous  endoscopic 
cecostomy,  using  a technique  similar  to  that 
utilized  for  percutaneous  endoscopic 
gastrostomy  (PEG). 

Case  Report 

A 79-year-old  African-American  woman 
presented  with  complaints  of  recurrent  bouts 
of  vomiting,  abdominal  distention, 
obstipation,  and  constipation.  Her  medical 
history  included  a cerebrovascular  accident 
with  resultant  lefthemiparesis  and  dementia, 
as  well  as  the  following  surgical  procedures: 
sigmoid  resection  for  volvulus,  hysterec- 
tomy, and  umbilical  herniorrhaphy.  Follow- 
ing a thorough  evaluation,  the  diagnosis  of 
colonic  pseudo-obstruction  was  established. 
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A PEG  tube  had  been  inserted  previously 
for  feedings,  but  the  patient  had  failed  to 
tolerate  the  feedings  because  of  the 
persistence  of  symptoms  of  pseudo-obstruc- 
tion. In  July  1993,  we  decided  to  deal  with 
this  situation  by  percutaneous  placement  of  a 
tube  in  the  cecum  monitored  by  endoscopy.  A 
colonoscope  was  inserted  and  advanced  into 
the  cecum.  Once  the  light  could  be  seen 
transilluminating  through  the  abdominal 
wall,  a local  anesthetic  agent  was  adminis- 
tered, a needle  puncture  was  made,  and  a 
guide  wire  was  passed  into  the  lumen  of  the 
bowel  and  grasped  with  a snare.  The 
colonoscope  with  the  guide  wire  was  then 
retrieved  and  removed,  and  with  a push-pull 
technique,  a PEG  tube  (20  Fr,  Bard  Products, 
Tewksbury,  Massachusetts)  was  guided  over 
the  end  of  the  guide  wire  protruding  from  the 
anus.  The  proper  placement  of  the  PEG  tube 
was  checked  colonoscopically  by  following 
the  button  as  it  was  pulled  through  the  colon 
to  its  position  in  the  cecum  on  the  anterior 
abdominal  wall.  The  patient  tolerated  this 
procedure  extremely  well  under  the  usual 
intravenous  sedation  (Demerol/Valium)  in 
the  gastrointestinal  laboratory  setting.  This 
procedure  has  provided  a long-lasting 
solution  for  the  colonic  pseudo-obstruction  in 
this  patient. 

This  modality  was  well  tolerated  and 
provided  definitive  treatment.  It  should  be 
considered  as  another  therapeutic  option  for 
patients  suffering  from  colonic  pseudo- 
obstruction. 


Lemuel  Herrera,  MD 
David  Sherwood,  MD 
Sandy  Ide,  RN 
Carolyn  O’Hara,  RN 


\ 

When  You  Need  Physical 

Therapy,  See  a PT 


John  Bradley,  P.T.  • Stephen  Rapposelli,  P.T 


What  our  patients  are  saying: 

"I  became  well  before  I expected" 

"Everyone  was  happy,  friendly  and  cheerful" 
"I  appreciated  your  genuine  warmth  and 
concern" 

What  doctors  are  saying: 

"Patients  pleased  with  personal  service" 
"Very  attentive  and  kind" 

"My  experience  has  been  nothing  less  than 
positive" 


Convenient  Patient  Parking 
Morning  & Evening  Hours 
Most  Insurances  Accepted  (including  Medicare) 
Prompt  Treatment 
Latest  Equipment  & Technology 
Friendly,  Courteous  Staff 


By  Referral  Only 

PHYSICAL  THERAPY 


► at  Hockessin 


720  Yorklyn  Road  • Suite  110 
Hockessin,  DE  19707 

(302)  234-2288 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1.5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 

■■  CT  Scan 

Low-dose  mammography 

" 1 1 OB  and  general  ultrasound 

Color  Doppler  ultrasound 

Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates'  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on- staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-l  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Umestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D..  Co-Director 
Joseph  R.  Peacock.  M.D..  Co-Director 
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Lewis  Thomas,  MD 
An  Appreciation 


James  Lally,  MD 


The  gaunt  face  in  the  photo  stares  directly  at 
you  with  a distant,  detached  look.  Gone  is  the 
intensity  of  earlier  years  that  was  often  seen 
in  photos  affixed  to  the  back  of  books  that  he 
had  written;  books  that  held  our  attention, 
stirred  our  imagination,  and  prodded  us  to 
think.  Lewis  Thomas  is  dying.  He  knows  it; 
and  yet,  forever  the  teacher,  he  wants  us  to 
know  what  it’s  like  and  how  it  feels.  Within 
weeks  of  the  publication  of  that  photo,  and 
the  accompanying  piece  by  Roger  Rosenblatt 
in  the  New  York  Times  Magazine , Thomas 
was  dead  of  a disease  described,  ironically,  by 
a friend,  Jan  Waldenstrom. 

Lewis  Thomas:  physician,  biologist, 

belletrist,  and  medical  administrator,  was  a 
man  who  celebrated  his  existence.  He  was 
attuned  to  the  rhythms  and  cadences,  the 
songs  and  sonnets  of  life.  He  wrote  of 
particular  cellular  or  biological  events,  but 
they  were  merely  vehicles  that  he  skillfully 
used  to  hold  a mirror  to  the  rich  tapestry  of 
nature. 

When  you  finished  reading  one  of  his 
essays,  you  felt  sure  that  he  had  let  you  in  on 
his  very  private,  secret  world.  He  let  us 
know,  with  youthful  wonder  and  amazement, 
that  everything  in  nature  is  interconnected; 
that  nature  thrives  on  symbiotic  relation- 
ships; and  that  each  part  of  nature  is  a piece 
of  a larger,  harmonious  whole. 


Dr.  Lally  is  a member  of  the  senior  staff  of  the  Depart- 
ment of  Radiology  of  the  Medical  Center  of  Delaware  and 
a member  of  the  Publication  and  Editorial  Committee. 


Writing  in  a breezy,  unaffected  style,  his 
essays  disclosed  the  timelessness  of  forceful 
ideas  expressed  in  a clear  manner  with 
thoughts  not  fogged  by  opaque  sentences 
that  are  so  often  the  signature  of  scientific 
articles.  In  essays  sprinkled  with  the 
remnants  of  a classical,  liberal  education,  his 
thoughts  segued  effortlessly  from  Montaigne 
to  nuclear  winter,  from  retroviruses  to  T.S. 
Eliot.  What  most  marked  his  literary  style, 
perhaps,  was  a way  of  discoursing  and 
informing  without  rigorously  instructing,  a 
subtle  art  form  that  requires  a gentle  touch 
and  a humble  person 

From  seemingly  insignificant  observa- 
tions, Thomas  was  able  to  characterize 
improbable  relationships.  For  instance,  he 
spoke  of  the  dependence  of  beetles  on  a 
mimosa  tree  in  a park  in  Houston,  as  he  did 
in  the  Rosenblatt  article;  but,  with  a wider 
vision  and  broader  strokes  in  an  essay  in 
Foreign  Affairs  (an  unlikely  place  for  a 
physician  to  publish  an  article)  he  implored 
us,  for  the  sake  of  the  biosphere,  to  learn  to 
live  together  as  humans.  He  concludes  that 
article  with  this  statement,  “The  idea  that  all 
men  and  women  are  brothers  and  sisters  is 
not  a transient  cultural  notion,  not  a slogan 
made  up  to  make  us  feel  warm  and 
comfortable  inside.  It  is  a biological  impera- 
tive.” 

Although  in  later  years,  Thomas  was  a 
medical  administrator  and  research  biolo- 
gist, only  two  of  the  many  hats  that  he  wore, 
he  never  severed  the  roots  that  tied  him  to 
his  early  medical  training.  He  realized  that 
biological  research  was  the  handmaiden  of 
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clinical  medicine  and  that  the  practice  of 
medicine  begins  and  ends  at  the  bedside  of  a 
sick  patient.  He  admired  the  skills  of  a good 
clinician.  In  The  Youngest  Science , he 
observed,  “To  watch  a master  of  physical 
diagnosis  in  the  execution  of  a complete 
physical  examination  is  something  of  an 
aesthetic  experience,  rather  like  observing  a 
great  ballet  dancer  or  a concert  cellist.” 

The  theme  that  life  and  death  are 
essential  components  of  biology,  a point  and 
counterpoint,  threads  its  way  through  much 
of  Thomas’  writings  When  Lewis  Thomas 
was  just  out  of  medical  school,  he  wrote  a 
compelling  poem  that  flirts  with  the  idea  of 
death.  To  his  surprise,  it  was  accepted  and 
published  in  The  Atlantic  Monthly.  The 
poem,  “Millennium,”  begins: 

It  will  be  soft,  the  sound  that  we  will 
hear 

When  we  have  reached  the  end  of 
time  and  light 

A quiet,  final  noise  within  the  air 
Before  we  are  returned  into  the 
night. 

He  spoke  and  wrote  of  his  own  death  as  an 
intellectually  isolated  event,  a part  of  the 
natural  order  of  things.  In  Late  Night 
Thoughts  on  Listening  to  Mahler’s  Ninth 
Symphony,  Thomas  wrote,  as  he  listened  to 
that  symphony,  “I  took  this  music  as  a 
metaphor  for  reassurance,  confirming  my 
own  strong  hunch  that  the  dying  of  every 
living  creature,  the  most  natural  of  all 
experiences  has  to  be  a peaceful  experience.  I 
rely  on  nature.”  Lewis  Thomas  could  well 
look  back  and  see  that  his  own  life  and  death 
was  like  that  metaphor  — the  end  of  a grand 
symphony. 
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Leslie  Whitney,  MD  Honored 

Noted  in  a publication  of  the  American 
College  of  Surgeons:  Leslie  Whitney,  MD 
received  a Meritorious  Achievement  Award 
in  honor  of  his  service  to  the  Commission  on 
Cancer  and  to  his  individual  cancer  program. 
Dr.  Whitney  was  nominated  by  Lemuel 
Herrera,  MD. 

Dr.  Whitney  was  instrumental  in  the 
implementation  of  the  Breast  Cancer  Detec- 
tion Program  and  encouraged  the  participa- 
tion of  the  state  of  Delaware  in  the  national 
program  of  mammography. 

Perspectives  in  Pulmonary  Care 
Slated  for  April  26 

The  fifth  annual  Perspectives  In  Pulmonary 
Care  Symposium,  will  be  held  on  April  26, 
1994,  from  7:45  a.m.  to  4:30  p.m.  at  the 
Delaware  Academy  of  Medicine.  The  sympo- 
sium offers  health  professionals  the  opportu- 
nity to  update  their  knowledge  of  current 
pulmonary  issues. 

For  more  information  call  655-7258. 

Infectious  Disease  Symposium 

The  31st  annual  Infectious  Disease  Sympo- 
sium will  be  held  May  3-5,  1994,  at  the 
Delaware  Academy  of  Medicine. 

For  further  information  contact  William 
J.  Holloway,  MD,  director  of  Infectious 
Disease  Research  Laboratory  at  the  Medical 
Center  of  Delaware,  501  West  14th  Street, 
Wilmington,  DE  19899;  428-2744. 


Rehabilitation:  Learning  from 
One  Another 

Family  issues  relating  to  children,  adoles- 
cents and  young  adults  living  with  disabili- 
ties will  be  the  focus  of  Rehabilitation: 
Learning  from  One  Another  to  be  held  May 
20  and  21,  1994,  at  the  Alfred  I.  duPont 
Institute. 

For  more  information  call  651-6750. 

Happy  Harry’s  Awarded  Accreditation 

Happy  Harry’s  Health  Care  Inc.  has 
achieved  accreditation  by  the  Joint  Commis- 
sion on  Accreditation  of  Healthcare  Organi- 
zations (JCAHO). 

The  Joint  Commission  is  dedicated  to 
improving  the  quality  of  the  nation’s  health 
care  through  voluntary  accreditation.  Happy 
Harry’s,  which  provides  durable  medical 
equipment  and  respiration  services,  received 
the  accreditation  award  after  the  Joint 
Commission  found  that  it  had  demonstrated 
compliance  with  the  Joint  Commission’s 
national  standards  for  quality  care. 
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“He’s  doing  fine... and  should 
be  going  home  tomorrow.  He’ll 
require  your  assistance  of  course 
and  some  medical  equipment  — a 
wheelchair  and  hospital  bed...” 


HOKC  KCDICAL  EQUIPMENT  • PRODUCTS  • SERVICES 


Providing  home  medical  equipment, 
products  and  services  for 
over  a decade. 

16-A  Trolley  Square  311  Ruthar  Drive  Old  Oak  Center 
Wilmington,  DE  Newark,  DE  Dover,  DE 

(302)  654-8181  (302)454-4941  (302)  678-0504 


Joint  Commission 

JCAHO  ACCREDITED  on  Accreditation  of  Healthcare  Organizations 


“I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.” 

Owen  Brodie, 
MD,  joined 
CompHealth’s 
locum  tenens 
medical  staff  in 
1989,  after  21 
years  in  private 
practice.  Since 
then  he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  for  private  practitioners  across  the  country. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It  s a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


DIAGNOSTIC  IMAGING  ASSOCIATES 


Expanded  services 
at  Brandywine 
Center 


Our  new  services  include 

C.T.  Scans 

General  Ultrasound  including  Pediatric 
Fluoroscopy 

As  always,  personalized  attention  to  the 
needs  of  women  will  continue  to  be  of  primary 
importance,  with  separate  and  private  suites  for 
mammography  and  O.B.  ultrasound. 

Our  professional  staff  is  dedicated  to  providing 
the  highest  quality  imaging  services. 

For  additional  information  please  call 

(302)  654-5300 


Diagnostic  Imaging  Associates 

Brandywine  Center 
701  Foulk  Road,  Suite  El,  Foulk  Plaza 
Wilmington,  DE  19803 

Ka-Khy  Tze,  M.D.,  A.B.R.,  A.S.N.R.,  Director  Philip  W.  Chao,  M.D.,  A.B.R.,  A.S.N.R. 
Joseph  R.  Peacock,  M.D.,  Co-Director  Rita  Gottesman,  M.D.,  A.B.R. 

Myung  Soo  Lee,  M.D.,  A.B.R.  Cyril  Milunsky,  M.D.,  A.B.R.,  A.B.R.N.M. 

i 

SUPERIOR  RADIOLOGY  SERVICES 
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A Midterm  Update 


This  marks  the  midway  point  of  my  year,  and 
I thought  an  update  on  some  events  so  far 
would  be  helpful.  First,  I would  like  to  thank 
the  members  for  their  generosity  during  the 
1993  United  Way  Drive.  We  collected  a little 
more  than  $77,000.  I plan  to  donate  a little 
extra  for  the  Claymont  Health  Services 
project  and  some  personal  charities.  If  we 
reach  $80,000,  I think  we  can  convince 
DuPont  and  Zeneca  to  contribute  a new 
phone  system  to  the  Medical  Society  of 
Delaware,  a much  needed  addition. 

The  major  activity  in  Dover  is  the 
Advanced  Practice  Nursing  bill,  House  Bill 
427.  This  bill  proposes  to  allow  nurses 
declared  an  “advanced  practice  nurse”  by  the 
Board  of  Nursing  to  “perform  acts  of 
diagnosis  and  prescribe  therapeutic  mea- 
sures.” This  prescriptive  authority  will 
include  all  legend  medications.  Amazingly, 
they  seek  virtual  independent  practice.  Two 
physicians  will  be  appointed  by  the  Board  of 
Nursing  to  an  “advisory”  committee.  This 
committee  will  be  heavily  weighted  with 
nurses,  and  any  regulations  proposed  by  this 
committee  must  be  approved  by  the  Board  of 
Nursing.  Thus,  nursing  will  have  complete 
control  over  the  credentialing,  licensing, 
regulation  and  discipline  of  these  nurses  who 
will  be  practicing  medicine.  They  hold  that 
the  practice  of  these  nurses  will  be  limited  to 
their  “scope  of  practice.”  However,  when  the 
“scope  of  practice”  is  defined  as  “pediatrics,” 
“women’s  health,”  or  “family  practice,” 
obviously  they  want  statutory  authority  to 
practice  medicine.  This  has  been  a single 
issue  for  nursing,  and  they  have  built  up 


significant  political  momentum.  MSD’s 
position  is  that  advanced  practice  nurses  will 
add  considerably  to  primary  care  medicine 
when  they  function  as  part  of  a team  with 
physicians  under  regulation  approved  by  the 
Board  of  Medical  Practice.  We  believe  this  is 
a reasonable  compromise,  but  the  vocal 
members  of  organized  nursing  do  not. 

To  prevent  passage  of  a bill  that  benefits 
no  one  except  a handful  of  nurses,  each  of  us 
must  contact  local  state  legislators  and  make 
our  position  clear.  The  more  help,  whether 
friends,  patients  or  family  who  can  call  or 
write,  the  better  chance  we  stand  to  have  a 
bill  that  truly  will  benefit  all  Delawareans. 

To  recognize  the  important  contributions 
young  physicians  have  made,  the  Society  will 
sponsor  a resident  physician  to  attend  the 
annual  American  Medical  Association  con- 
ventions. Two  of  our  resident  members, 
Christa  Marie  Singleton,  MD,  and  Maria 
Simbra,  MD,  have  been  especially  active. 

The  Delaware  Physicians’  Advocacy 
Program  has  been  busy  and  has  helped  many 
physicians  with  practice-related  problems. 
Jana  Siwek  has  done  an  outstanding  job. 
This  has  been  a part-time  position,  but 
appears  to  be  evolving  toward  a full-time  one. 
Managed  care  will  increase  our  need  for  this 
resource. 

We  are  exploring  several  different  means 
to  secure  ongoing  or  hopefully  long-term 
financing  to  continue  operations  of  the 
Voluntary  Initiative  Program,  the  Physician’s 
Health  Committee  and  continuing  medical 
education  activities.  The  Delaware  Founda- 
tion for  Medical  Services  has  been  active  for 
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more  than  a year,  and  the  Delaware  Medical 
Education  Foundation  has  met  twice  so  far 
this  year,  and  officers  have  been  elected. 

Anne  Shane  Bader's  new  role  as 
Executive  Vice  President  Emeritus  gives  us 
an  opportunity  to  review  the  role  of  the 
Medical  Society  of  Delaware  Insurance 
Services  for  the  future.  As  usual,  Bill 
Duncan,  MD,  has  been  giving  150  percent  to 
making  MSDIS  a success.  Ongoing  income 
from  MSDIS  allows  us  to  keep  our 
membership  dues  about  $100  less  than  they 
would  be  otherwise.  Unfortunately,  for 
reasons  that  are  not  entirely  clear,  MSDIS 
marketshare  has  remained  flat  in  spite  of 
increasing  MSD  membership.  For  this 
reason,  we  are  trying  to  find  a way  to  allow 
the  Society  to  play  a more  significant  role  in 
our  members’  overall  insurance  needs.  We 
need  to  expand  the  number  of  members  using 
Society-endorsed  plans.  We  are  currently  in 
the  early  exploratory  phases  of  this 
endeavor.  I hope  that  we  can  offer  a plan  of 
action  by  the  November  annual  meeting. 

A final  reminder,  call  or  write  your  local 
legislator  about  HB  427.  If  you  can  spend  a 
day  in  Dover  on  this  or  other  legislation, 
please  let  the  Legislative  Action  Committee 
know. 
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- 
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Expanded  services 
at  Brandywine 
Imaging  Center 


Our  new  services  include: 

• C.T.  Scans 

• General  Ultrasound  including  Pediatric 

• Fluoroscopy 

As  always,  personalized  attention  to  the 
needs  of  women  will  continue  to  be  of  primary7 
importance,  with  separate  and  private  suites  for 
mammography  and  O.B.  ultrasound. 

Our  professional  staff  is  dedicated  to  providing 
the  highest  quality  imaging  services. 

For  additional  information  please  call: 

(302)  654-5300 


Diagnostic  Imaging  Associates,  BA. 

Brandywine  Imaging  Center,  L.P. 

701  Foulk  Road,  Suite  El,  Foulk  Plaza 
Wilmington,  DE  19803 

Ka-Khy  Tze,  M.D.,  A.B.R.,  A.S.N.R.,  A.S.H.N.R.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director  • Philip  W.  Chao,  M.D.,  A.B.R.,  A.S.N.R. 
Rita  Gottesman,  M.D.,  A.B.R.  • Myung  Soo  Lee,  M.D.,  A.B.R. 

Cyril  Milunsky,  M.D.,  A.B.R.,  A.B.R.N.M. 


SUPERIOR  RADIOLOGY  SERVICES 


268 


Del  Med  Jrl,  May  1994,  Vol  66,  No  5 


and  Compassion. 


At  VNA,  we  strive  to  understand  the  currents  of 
change  that  are  dramatically  changing  the 
health  care  industry.  And  to  have  the  resourcefulness  to  prepare  for  them.  Specialty  Care 
Services  are  a result  of  our  proactive  approach  to  the  times.  The  way  things  are  going, 
home  care  is  becoming  the  wave  of  the  future.  Our  specialists  provide  care  in  Oncology, 
I.V.  Therapies,  HIV/AIDS,  Obstetrics,  Neonatology,  Pediatrics  and  Rehabilitation. 

At  VNA,  we  work  hard  to  provide  the  very  best  care  for  people,  where  they  need 
it  most  — at  home.  Compassion  just  comes 
naturally.  Call  (302)  323-8200  for  more  information... 
we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 
Association 

[Delaware!  of  Delaware 


HEALTH  CARE 


MILLSBORO  MEDICAL  OFFICE  SUITES 


NORTH  & SOUTH  ^ 

CLASS  "A"  Office  Space  in  Sussex  County 


Premier  Medical  Office  Space  Available 


Prime  location  in  Millsboro,  Delaware  - The  heart  of  rapidly  growing  Sussex  County. 
131,000  patients  within  20  miles  of  this  location. 

Tenants  have  already  commited  to  9000  sq.  ft.,  including  an  Outpatient  Eye  Surgery 
Center,  an  Ophthalmology  office,  Outpatient  Radiology  Services,  and  an  Outpatient  Commercial 
Laboratory. 

Construction  on  Phase  One  to  be  completed  in  Fall  1994 

• Highly  visible,  easily  accessed  off  Rt.  113,  just  south  of  Rt.  24  intersection 

• Three  story  steel  construction  with  attractive  brick  and  glass  veneer. 

• Full  size  elevator,  ample  parking,  and  public  water  and  sewer. 

• Suites  may  be  leased,  leased  with  an  option  to  buy,  or  purchased  as  a condominium  unit. 

Don 't  miss  this  unique  opportunity  while  space  is  still  available . 

For  more  information  contact 

Medical  Design  Consultants 

P.O.  Box  21 
Milford,  Delaware  19963 

(302)  422-9530 


SCIENTIFIC  ARTICLE 


The  Development  and  Five-Year  Experience  of  a 
Day  Hospital  for  Chronically  111  Adolescents 
(Cost  Effective  Ambulatory  Medical  Care/Education 
For  Chronically  111  Adolescents) 


Background 

With  medical  advances  of  the  past  20  years, 
increasing  numbers  of  seriously  ill  children 
survive  into  adolescence  and  adulthood.  New 
systems  of  treatment  encouraging  socio- 
emotional  and  educational  growth  are  needed 
if  these  youngsters  are  to  become  adults 
competent  to  function  in  our  society. 

Study  and  Results 

In  1985  a strong  educational  and  peer  support 
program  for  chronically  ill  adolescents 
providing  multiple  levels  of  outpatient 
medical  services  was  designed  and  imple- 
mented at  the  Medical  Center  of  Delaware. 
The  goals  and  outcomes  were  as  follows: 
Goal  I - Improve  educational  outcomes  and 
normalize  lifestyle  development  for 
adolescent  students/patients.  All 
former  students  of  the  Adolescent  Day 
Hospital  participate  in  a yearly 
structured  interview  by  a staff 
member  in  order  to  update  outcome 
data  for  the  program.  The  school 
dropout  rate  for  students  in  the 
Adolescent  Day  Hospital  was  15 
percent  compared  to  28  percent  for 
secondary  school  students  in  Dela- 
ware and  to  35  percent  for  chronically 
ill  adolescents  nationally. 

Goal  II  - Improve  self  image  and  develop  a 
clear  identity  through  supportive 
peer  contacts.  In  order  to  verify  the 
impact  of  the  program  on  self  image, 
the  Piers-Harris  Children’s  Self  Con- 
cept Scale  was  administered  to 
students  on  admission  to  the  program 


Janet  P.  Kramer,  MD 
Michael  Ferrari,  PhD 
Carolyn  S.  Kline,  MEd 

and  again  after  approximately  five 
months  of  participation  in  the  pro- 
gram. On  average  the  student  moved 
from  the  lowest  quarter  of  the 
population  (24th  percentile)  to  the  top 
half  (70th  percentile)  in  self  concept  in 
five  months. 

Goal  III  - Decrease  medical  care  costs  for 
chronically  ill  adolescents  by  provid- 
ing multiple  coordinated  outpatient 
services.  Projected  cost  savings  for 
the  insurance  carriers  of  the  initial  17 
students  during  the  first  10  months  of 
the  program  totaled  $16,655. 

Conclusion 

A model  outpatient  program  for  chronically 
ill  adolescents  coupling  strong  educational 
services  with  provision  of  on-site  multi-level 
medical  care  has  improved  anticipated 
educational  outcomes  and  lifestyle  normal- 
ization, improved  student/patient  self-es- 
teem, and  has  proven  cost  effective  for  the 
medical,  educational  and  insurance  provid- 
ers. 

Multi-source  research  prior  to  the 
establishment  of  the  program  did  not  reveal 
any  other  outpatient  programs  for  chroni- 
cally ill  children/adolescents  providing  the 
same  resources.  We  believe  this  to  be  the  first 
program  of  its  type.  It  can  be  reproducible  in 
other  full-service  medical  centers. 

Introduction 

During  the  1970s  and  1980s  the  advancement 
of  medical  technology  and  increased  avail- 
ability of  sophisticated  medical  services  were 
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in  large  part  responsible  for  the  extended  life 
expectancy  of  children  and  adolescents  with 
chronic  illness.  Gortmaker  and  Sappenfield  1 
noted  that  from  1967  to  1981  the  percentage 
of  children  in  the  United  States  age  0-16 
years  with  major  activity  limitations  due  to 
chronic  conditions  rose  from  1.1  percent  to 
2.0  percent. 

The  majority  of  these  children  and 
adolescents  will  attend  school  in  their  home 
communities.  However,  they  experience 
exacerbations  and  complications  of  their 
illnesses,  which  require  evaluation,  inter- 
mittent hospitalization,  and  increased  highly 
technical  medical  care,  all  decreasing  school 
attendance. 

Cook  et  al2  described  school  attendance 
for  336  chronically  ill,  Medicaid-eligible 
children  up  to  age  16  living  in  rural  areas  of 
northern  Florida.  The  mean  number  of  days 
absent  from  school  per  year  was  16.9 
compared  to  an  average  of  4.9  days  absent 
per  year  for  healthy  children.  Although  the 
type  of  chronic  illness  did  not  determine  the 
number  of  missed  days  per  year,  the  child’s 
ability  to  participate  in  physical  activities 
and  the  parents’  education  level  correlated 
with  days  absent  from  school. 

For  children  and  adolescents,  school 
attendance  represents  a sensitive  measure  of 
functioning  and  should  be  assessed  to 
determine  how  well  the  child  is  coping  with 
chronic  illness.3  More  importantly,  children 
with  chronic  illnesses  require  the  company  of 
peers  to  facilitate  social  skills,  mature 
emotionally,  and  learn  efficiently.4,6 

In  the  fall  of  1984,  medical  staff  members 
of  Adolescent  Medicine  in  the  Department  of 
Pediatrics,  along  with  the  administration  of 
the  Medical  Center  of  Delaware  and  the 
director  of  the  Division  of  Exceptional 
Children/Special  Programs,  Department  of 
Public  Instruction  for  the  State  of  Delaware, 
were  questioned  about  the  feasibility  of 
designing  a day  hospital  for  chronically  ill 
adolescents  with  a strong  educational 
emphasis.  The  recommendations  and  com- 
ments elicited  from  these  groups  were  used 
in  formulating  specific  goals  and  conse- 
quently the  design  of  the  Day  Hospital  for 
Chronically  111  Adolescents  (ADH). 


Goals  of  the  Project 

Goal  I Provide  an  educational  milieu  in  a 
day  hospital  setting  in  which  most 
medical  treatments  and  procedures 
can  take  place  but  which  also 
provides  peer  and  professional 
support  for  coping  with  chronic, 
serious  or  life-threatening  illnesses. 

Medical  professionals  find 
that  the  treatment  of  chronically  ill 
adolescents  is  more  time  consuming 
than  treating  adults  with  similar 
illnesses  because  adolescents  also 
need  services  which  help  them 
mature  and  become  responsible  in 
the  daily  care  of  their  illness.  In 
addition,  adolescents  need  to  un- 
derstand the  illness  to  limit  its 
impact  on  the  other  facets  of  their 
lives. 

Goal  IA  Provide  an  educational  environ- 
ment in  which  students  are  encour- 
aged to  pursue  the  academic 
excellence  of  their  home-school 
while  on  site  in  a full-service 
medical  institution.  Thus,  when  the 
illness  stabilizes  or  is  anticipated  to 
remain  in  long-term  remission,  the 
student  returns  to  his  or  her  home 
school. 

Educators  recognize  that  many 
chronically  ill  students  attending 
their  home  schools  frequently  miss 
periods  of  time  away  from  their 
educational  programs  due  to  inpa- 
tient and  outpatient  treatment, 
medical  evaluation,  and  hospital- 
ization. These  students  are  gener- 
ally provided  with  homebound 
instruction  characterized  by  isola- 
tion from  peers,  lack  of  academic 
challenge,  and  varying  quality  of 
instruction.  In  addition,  the  chroni- 
cally ill  students  have  fewer 
educational  demands  placed  on 
them  by  sympathetic  teachers.  All 
this  ultimately  jeopardizes  the 
student/patient’s  educational  growth. 

Goal  II  Provide  a milieu  for  chronically  ill 
adolescents  which  encourages  per- 
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sonal  growth  and  improved  self- 
esteem enabling  adolescents  to 
become  adults  who  contribute  their 
skills  as  they  function  effectively  in 
society. 

Goal  III  Develop  the  program  to  be  cost 
effective  for  all  resources  involved 
— the  hospital,  the  insurers,  the 
educators,  the  students  and  their 
families. 

The  administration  of  the  Medical  Center 
of  Delaware  (MCD)  was  supportive  of  the 
concept  of  an  academic  program  for 
chronically  ill  adolescents  within  a multi- 
service medical  center  but  was  also  con- 
cerned by  the  cost  of  this  resource-intensive 
program. 

The  administration  of  MCD  and  the 
director  of  Adolescent  Medicine  negotiated 
with  officials  from  Medicaid  and  the  two 
indemnity  health  insurers  with  the  largest 
enrollments  in  New  Castle  County,  Dela- 
ware, to  pay  Day  Hospital  rates  for  the 
chronically  ill  adolescents  for  daily  nursing 
care,  social  work,  and  psychological  services, 
and  for  on-site  emergency  medical  care. 
Services  such  as  speech,  occupational,  and 
physical  therapy  were  to  be  reimbursed  as 
outpatient  services  in  compliance  with  the 
patient’s  insurance  contract  or  Medicaid 
provisions. 

The  overriding  goal  was  to  reduce  the 
need  for  inpatient  hospital  days  — days 
which  cost  five  times  the  Day  Hospital  rate. 
It  was  further  anticipated  that  adolescents, 
through  the  support  of  peers,  would  become 
more  self-reliant  and  responsible  in  the 
control  of  their  chronic  illness.  From  an 
educational  perspective,  the  Department  of 
Public  Instruction,  Division  of  Exceptional 
Children/Special  Services  (which  oversees 
all  special  school  programs  and  homebound 
education  in  the  state)  was  also  concerned 
about  cost-efficacy.  It  calculated  that  the 
provision  of  one  teacher  per  five  students 
along  with  the  cost  of  bus  transportation 
between  home  and  school  would  equal  the 
cost  of  homebound  education  of  the  five 
students  till  graduation  or  age  21,  whichever 
would  come  first. 


Program  Development 

In  spring  1985,  the  Adolescent  Medicine 
Staff  met  with  the  directors  of  Special 
Services  in  all  school  districts  in  New  Castle 
County  to  discuss  the  project.  The  names  of 
chronically  ill  adolescents  on  homebound 
instruction  from  each  of  the  four  New  Castle 
County  school  districts  were  obtained.  The 
physician  who  requested  homebound  educa- 
tion for  the  adolescent  was  informed  of  the 
program,  questioned  about  its  appropriate- 
ness for  that  particular  adolescent,  and  was 
asked  to  write  orders  and  medically  manage 
the  adolescent/student  if  he  or  she  was 
admitted  to  the  program.  The  student’s 
attending  physician  was  expected  to  round 
on  the  student  at  least  every  two  weeks  in 
lieu  of  seeing  the  student  in  his  or  her  offices. 

Students/patients  were  chosen  on  the 
basis  of  having  a serious  medical  problem 
necessitating  homebound  education  and 
requiring  ongoing  or  frequent  intensive 
medical  treatments  or  hospitalizations. 
Third-party  insurance,  including  Medicaid, 
was  required  in  order  to  meet  the  medical 
care  cost  of  the  program.  Those  without 
adequate  resources  were  given  applications 
for  Disabled  Children’s  Medicaid  since  all 
students  should  qualify  for  this  on  the  basis 
of  their  illness.  (This  is  not  resource 
dependent.)  In  keeping  with  the  agreement 
with  the  insurers  to  provide  cost-effective 
treatment,  only  students  who  were  receiving 
intense  treatment  or  frequent  hospitaliza- 
tions would  be  admitted  to  the  ADH.  For 
instance,  students  with  exacerbating  aller- 
gies in  a school  setting  but  who  didn’t  require 
ongoing  medical  treatments  were  not 
program  eligible  nor  were  students  with 
orthopedic  problems  who  didn’t  require 
intensive  therapy. 

All  admitted  students  had  a dictated 
admission  history  and  physical  by  their 
physicians.  All  students  and  their  families 
also  took  part  in  an  admission  interview  to 
gather  baseline  information,  to  formulate 
goals  to  be  addressed  by  the  program,  and 
screen  out  students  who  had  a strong  history 
of  violence  against  peers  (since  the  student 
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population  is  medically  fragile).  In  actual 
practice  only  two  students  in  five  years  were 
screened  out  at  the  interview  — both  had 
frequent  physical  confrontations  with  peers 
and  had  severe  conduct  disorders.  Addition- 
ally, one  student  admitted  to  the  program 
was  physically  aggressive  toward  several 
students  and  was  terminated  from  the 
program.  The  interview  also  gave  the 
student  and  family  a chance  to  meet  program 
staff,  to  ask  questions,  and  to  judge  if  the 
program  was  appropriate  for  their  needs. 

The  adolescent  medicine  staff,  either 
before  or  after  interview,  discussed  the 
program  with  the  student’s  physician  to 
ascertain  the  student’s  anticipated  medical 
care  needs  and  individualized  program  goals. 
The  physician  was  also  questioned  about  the 
appropriateness  of  the  student’s  participa- 
tion in  school  trips  and  adaptive  physical 
education  and  about  the  patient’s  under- 
standing of  his  or  her  illness  and  its  prognosis. 

The  educational  staff  contacted  the 
student’s  guidance  counselor  and  teachers 
concerning  the  student’s  current  educa- 
tional levels,  IEP  goals  and  objectives,  and 
any  academic  and  behavioral  difficulties. 
The  staff  discussed  the  evaluations  at  the 
weekly  conference  and  the  decision  to  admit 
a youngster  to  the  ADH  was  made  by  the  full 
staff  — medical  and  educational.  If  the  student 
was  admitted  to  the  ADH,  the  educational  staff 
also  arranged  the  student’s  daily  school  bus 
transportation  to  and  from  the  program. 

The  ADH  is  housed  in  three  patient 
rooms,  900  square  feet  on  the  inpatient 
adolescent  medicine  floor  of  the  Christiana 
Hospital  of  the  Medical  Center  of  Delaware. 
Two  rooms  are  schoolrooms  — one  for  each 
teacher  and  six  students  and  the  third  room 
is  the  multi-purpose  staff  office.  Group 
therapy,  family  meetings,  treatment  proce- 
dures, etc.,  take  place  in  pre-arranged  areas 
of  the  hospital.  Each  classroom  also  has  a 
bathroom  and  a screened  off  rest  area  for 
students  to  lie  down  if  they  are  acutely  ill. 

The  Medical  and  Education  Staff 

In  addition  to  providing  the  site  of  the  ADH, 
the  MCD  provides  the  half-time  adolescent 


medicine  physician  (JPK)  who  administrates 
the  program,  works  as  a liaison  with  the 
attending  physicians,  and  treats  the  students 
or  supervises  the  residents  called  to  handle 
emergency  medical  problems.  The  full-time 
program  coordinator  arranges  for  the  daily 
operations  and  coordination  of  the  program.  A 
full-time  RN  provides  the  nursing  care  and 
treatment  as  ordered  by  the  student’s 
attending  physician  and  teaches  the  students 
about  their  illnesses.  She  also  follows  up  on  all 
students  who  are  acutely  ill  and  are  not  in 
attendance  through  telephone  contact  with 
their  families.  A half-time  LPN  accompanies 
the  students  to  specialized  treatments  away 
from  the  ADH  area  (e.g.,  spinal  taps  with 
chemotherapy  administration),  and  is  respon- 
sible for  direct  liaison  and  coordination  with 
school  nurses  at  the  time  a youngster  returns 
to  school.  The  half-time  social  worker,  and  the 
quarter- time  neuropsychologist  conduct  two 
therapy  groups  per  week  for  each  student  and 
consult  with  and  provide  support  for  the 
families. 

The  Delaware  Department  of  Public 
Instruction  assigned  the  ADH  program  to  the 
Special  Services  Director  of  the  local  school 
district.  The  Special  Services  director  assigned 
two  experienced  full  time  secondary  homebound 
teachers  to  the  program  - one  teaching  math/ 
science  and  the  other  teaching  English/Social 
Studies.  Specialty  teachers  for  language, 
geometry,  calculus,  driver’s  education,  are 
assigned  to  the  program  hourly  based  on 
academic  needs  of  the  students. 

All  educational  activities  are  coordinated 
and  directed  through  the  local  school  district. 
Since  1988,  an  educational  coordinator 
provides  academic  administration,  prelimi- 
nary educational  testing  and  coordination  of 
the  academic  needs  of  the  students  transitioning 
to  and  from  the  program.  In  addition  the  DPI 
provides  two  small  buses  for  transportation. 

Chronically  ill  adolescents  in  grades  six 
through  12  in  New  Castle  County,  Delaware, 
may  take  part  in  the  program  if  they  are 
eligible  by  the  previously  discussed  criteria. 
Three  students  from  adjacent  counties  in  other 
states  have  been  members  of  the  ADH  through 
special  arrangements  with  the  local  school 
district. 
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Five-Year  Results 

On  July  1,  1985,  the  Adolescent  Day  Hospital  for 
Chronically  111  Adolescents  began  with  six  adolescents. 
Between  July  1985  and  July  1990  a total  of  67  students/ 
patients  have  been  treated  in  the  ADH  for  periods 
ranging  from  three  months  to  three  years  (see  Tables  1 
and  2).  Four  students  were  readmitted  to  the  program 
after  exacerbations  of  their  medical  problems.  Adoles- 
cents with  obstetrical  problems  were  admitted  to  the 
program  beginning  September  1986.  Despite  initial 
reluctance  on  the  part  of  the  medical  staff  to  admit  this 
population,  the  outcome  data,  including  ultimate  school 
success,  cost-effectiveness  of  treatment,  and  positive 
change  in  self-esteem,  seem  to  parallel  that  of  the 
nonobstetric  patients. 

Follow-up  data  of  all  the  program  participants  has 
been  obtained  yearly.  Table  3 depicts  follow-up  data  for 
patients  in  the  period  of  1985-90.  One  encouraging 


Sex 

Male 

27  (40%) 

Female 

40  (60%) 

67(100%) 

Race 

Caucasian 

40  (60%) 

Black 

26(38.8%) 

Hispanic 

1(1.2%) 

Others 

67(100%) 

Grade  at  Entrance  to  the  ADH 

6 

6(9%) 

7 

10(15%) 

8 

11(16%) 

9 

9(13%) 

10 

14(21%) 

11 

14(21%) 

12 

3(5%) 

67(100%) 

Hematology/Oncology 

(Leukemia  and  Hodgkin’s  Disease  -7; 
Brain  Tumor  - 4;  Sickle  Cell  - 3; 
Other  Hematology/Oncology  - 2) 

16  (24%)  ! 

Obstetrics 

(Pre-term  labor  - 11; 
Gestational  diabetes  - 1) 

12  (18%) 

Endocrinology 

(Diabetes  Mellitus  - 7) 

7 (10%) 

Neurology 

(Poorly  controlled  seizures  - 4; 
other  - 3) 

7 (10%) 

Nephrology 

(Renal  failure  secondary  to  various 
causes  - 6;  5/6  were  on  dialysis) 

6 (9%) 

Pulmonary 

(Asthma  - 2,  cystic  fibrosis  - 2; 
“sick  cilia”  syndrome  - 1) 

5 (8%) 

Psychosomaticism 

(Various  presentations) 

5 (8%) 

Other 

(Including  severe  trauma) 

9 (13%) 

67  (100%) 

Table  1.  Diagnosis  of  Adolescents  in  ADH 


Table  2.  Demography  of  ADH 
students  (Total  Students  = 67) 


outcome  thus  far  has  been  that  all  students 
returning  to  their  regular  school  ultimately 
have  gone  on  to  complete  high  school.  In 
addition,  all  previous  students  who  have 
completed  high  school  in  their  home  school 
(N=10)  or  graduated  directly  from  high 
school  in  the  ADH  (N=7)  enrolled  in  post  high 
school  career  training  or  in  college. 

The  economic  factors  of  the  first  year  of 
the  program  were  analyzed  to  establish  if  the 
program  was  truly  cost  effective  (See  Table 
5).  The  criteria  for  saved  inpatient  days  were 
very  specific  for  the  students’  medical 
problem.  For  instance,  a labile  juvenile 
diabetic  who  arrived  at  the  program  in 
diabetic  acidosis  was  treated  that  day  with 
blood  tests,  close  monitoring  and  IV  fluids/ 
insulin.  This  student/patient  was  able  to 
return  to  home  that  evening  on  the  school 
bus  and  was  considered  to  have  been  saved 
from  one  day  of  inpatient  hospitalization. 
Oncology  patients  who,  prior  to  the  program, 
had  been  admitted  for  24  hours  following 
chemotherapy,  received  their  chemo  when 
they  arrived  at  school  and  were  closely 
monitored,  received  IV  fluids/medications  for 
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Students  continuing  in  ADH  7 (10%) 

Students  no  longer  in  ADH  60  (80%) 

Returned  to  regular  school  42 

Died  while  in  ADH  4 

Graduated  with  high  school  diploma  in  ADH  7 
School  dropouts  after  leaving  ADH  7*  (10%)** 

67  (100%) 


* Some  of  these  students  have  made  plans  to  complete  school 
by  way  of  alternative  education  or  earning  a GED  (General 
Education  Degree). 

**  The  school  dropout  rate  was  15%  if  only  students  reaching 
the  age  of  expected  high  school  graduation  are  utilized. 


Table  3.  Five-Year  Follow-Up  Data  (1985  through 
1990)  Total  Students/Patients  = 67 


Delaware 

Statistics 

ADH 

National  Longitudinal 
Transition  Study1 

Students  age 
appropriate  for 
graduation  from 
high  school 

7,063  (100%) 

20(100%) 

(Other  Health  Impaired) 

142(100%) 

[1985-86  & 1986-87] 

School  dropouts 
before  graduation 
or  “aged  out” 

2,034(28.8%) 

3 (15%) 

50(35%) 

High  school 
graduates  going 
into  post-secondary 
education  — 
vocational  school/ 
college 

3,570(71%) 

17(100%) 

20  (31%)  [1985-86] 

1OSEP  National  Longitudinal  Study.  SRI  International.  December,  1988 
from  the  11th  Annual  Report  to  Congress  on  the  Implementation  of  the 
Education  of  the  Handicapped  Act.  Based  on  parent  reports. 

Table  4.  High  School  Completion  by  Students  Age  Appropriate 
for  Completion  of  High  School 


the  seven  hours  of  school  and  then  returned 
home  were  also  counted  as  saving  one  day  of 
hospitalization. 

In  addition,  inpatient  days  which  were 
saved  because  of  early  discharge  from  a 
hospitalization  so  the  student  could  receive 
the  medically  intense  care  in  the  day  hospital 


were  counted  only  if  veri- 
fied by  the  student’s  at- 
tending physician.  Table  6 
shows  the  estimated  cost 
savings  for  insurance  car- 
riers as  a whole  calculated 
over  the  first  10  months  of 
operation. 

A substantial  decrease 
in  inpatient  hospitaliza- 
tion was  noted  for  the 
individual  student/patient 
after  admission  to  the 
ADH,  but  this  could  not  be 
easily  translated  to  eco- 
nomic parameters  because 
of  the  diversity  of  the 
students’  diagnoses  (e.g., 
problems  of  pregnancy  vs. 
labile  type  I diabetes 
mellitus  vs.  end  stage 
acute  mylocytic  leukemia). 

Records  are  now  kept 
for  specific  diagnostic 
groups  (e.g.,  Tjrpe  I dia- 
betic and  renal  failure 
patients)  so  that  economic 
parameters  can  be  evalu- 
ated in  respect  to  the 
anticipated  social  and  eco- 
nomic cost  of  the  illness. 

The  Piers-Harris  Child- 
ren’s Self  Concept  Scale 
was  given  to  27  ADH 
patients  (14  female,  13 
male)  on  program  admis- 
sion and  at  a five-month 
follow-up.  These  patients 
were  an  average  of  13.97 
years  of  age.  Table  7 
depicts  the  mean  scores  for 
the  patient’s  own  rating  of 
self-concept  over  the  study 

period. 

As  can  be  seen  from  the  table,  the  general 
trend  was  for  an  increase  in  positive  self- 
regard  among  the  entire  sample.  There  were 
no  significant  mean  differences  between 
males  and  females  and  thus  the  full  sample 
was  analyzed  together.  A t-test  showed  a 
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1.  ADH  staff  provided  intense  treatment  at  the 
day  hospital  for  acute  medical  problems  or 
complications  of  treatment  which  would  have 
previously  required  hospitalization  and  the 
patient  was  not  admitted  to  the  inpatient 
service  for  that  episode. 

2.  An  ADH  student  was  discharged  from  an 
inpatient  stay  earlier  because  of  the  intensity 
of  care  that  is  provided  at  the  ADH.  The 
inpatient  days  saved  must  be  verified  by  the 
student’s  attending  physician  on  the  basis  of 
previous  experience  with  that  patient. 


Table  5.  Criteria  for  Saved  Inpatient  Days 


Charge  for  1 day  in  ADH 

$ 115/student 

Charge  for  1 day  inpatient  care 

$500 

Billed  ADH  Days  for  17  Students 

703  Days 

(July  1,  1985  through  March  26, 1986) 

Total  Hospital  Days  Saved  using 
criteria  in  Table  5 

195  Days 

Cost  Savings  for  Insurers 

(703  Days  x $115  - 195  Days  x $500) 

= $16,655 

Table  6.  Computation  of  Health  Care  Dollars 
Saved  July  1,  1985  through  March  26,  1986 


highly  dramatic  effect  of  time,  t(52)=  39.56,  p 
< .01.  While  some  variability  was  evident 
within  the  sample,  21/27  patients  showed  a 
positive  increase  in  reported  self-concept. 
Four  patients  had  virtually  no  change  in 
score  over  the  five-month  period.  Of  these 
patients,  two  had  very  high  initial  scores 
(91st  and  74th  percentiles)  and  ceiling  effects 
may  have  been  operative.  Two  patients  had 
drops  in  score  over  time.  The  students  who 


showed  the  greatest  change  (i.e.,  greater 
than  40  points  between  the  baseline  and  five- 
month  assessments)  were  often  those  who 
also  experienced  the  greatest  academic 
success  in  the  program. 

Discussion 

Despite  many  more  youngsters  with  chronic 
illness  living  into  adulthood,  the  quality  of 
their  adult  lives  has  been  a relatively 
neglected  area  of  research.5  6 Until  recently, 
full-service  programs  which  provided  milieu 
treatment  were  only  developed  for  patients 
with  specific  medical  problems  (e.g.,  orthope- 
dic handicaps),  leaving  those  with  mixed  and 
chronic  disorders  behind.  Further,  with  the 
advent  of  strong  cost-containment  pressures 
we  have  all  witnessed  a movement  for  the 
care  of  even  the  seriously  ill  to  the  outpatient 
setting.  When  this  becomes  translated  into 
multiple  outpatient  services  for  one  child  or 
adolescent  who  otherwise  lives  at  home,  it 
means  the  youngster  will  not  only  be  isolated 
from  peers  but  have  at  risk  the  very 
responsibility  for  their  disease  that  we  hope 
they  will  develop. 

Frequently  left  behind  in  this  type  of 
system  are  the  parents  and  the  very  busy 
physicians  placed  in  the  role  of 
case  manager,  struggling  to 
best  coordinate  services.  Even 
the  most  well-intentioned  par- 
ent may  be  slow  to  facilitate 
the  needed  medical  indepen- 
dence that  the  chronically  ill 
require.  Thus,  it  is  not  surpris- 
ing that  Boyle8  was  able  to 
show  that  their  adolescent 
cystic  fibrosis  patients  who 
were  not  adapting  well  had  an  excessively 
infantalized  relationship  with  a parent  and 
that  of  the  well-adapting  adolescents,  70 
percent  had  grown  up  with  daily  responsibil- 
ity for  themselves  (often  with  their  mothers 
out  of  the  home  at  work).  In  addition,  the 
educational  system,  vested  in  the  continu- 
ance of  each  youngster’s  schooling,  offers  an 
alternative  of  homebound  education  — a 
service  system  appropriately  designed  to 


Raw 

Score 

SD 

Percentile 

On  entrance  to  the  program 

43.6 

(23.9) 

24 

Five  month  followup 

61.3 

(22.7) 

70 

Table  7.  Means  for  the  Piers-Harris  Children’s  Self-Concept 
Scale 
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continue  education  of  students  who  have  an 
acute  illness  or  injury  requiring  a time- 
defined  absence  from  school.  However,  we 
maintain  that  such  a system  is  sorely  lacking 
in  its  efforts  to  meet  the  needs  of  the 
chronically  ill. 

In  Delaware,  in  order  to  qualify  for 
homebound  services,  a student  must  be 
absent  from  school  two  or  more  weeks  for 
physical  reasons.9  In  addition  to  this,  most 
school  districts  have  attendance  require- 
ments for  senior  high  students  which  require 
students  to  repeat  the  academic  grade  if  they 
miss  15  percent  of  the  180-day  school  year. 
Most  states  impose  these  limitations.  The 
combination  of  minimal  absence  require- 
ments to  receive  homebound  education  and 
maximal  absence  limitations  before  manda- 
tory grade  retention  make  for  an  intolerable 
situation  for  the  chronically  ill  or  those  with 
several  acute  hospitalizations  per  year. 

The  homebound  education  system  was 
not  designed  with  the  flexibility  required  for 
chronically  ill  students  who  may  experience 
recurrent  exacerbations  of  their  illness.  For 
those  on  chemotherapy  protocols,  requiring  a 
few  days’  hospitalization  every  four  to  six 
weeks  followed  by  several  days  rest,  there  is 
no  way  to  be  appropriately  served  by  the 
existing  system.  Ironically,  one  of  the  major 
predictors  of  functional  impairments  later  in 
life  for  a number  of  different  chronic  illnesses 
is  poor  school  attendance.5,10-17 

Since  the  enactment  of  the  Education  for 
All  Handicapped  Children  Act  (PL  94-142)  in 
1975,  school  districts  have  been  opening 
their  doors  to  students  including  the 
chronically  ill  and  those  who  are  technology 
dependent.  However,  it  has  become  apparent 
that  a different  model  of  teaching  and  caring 
is  needed  for  students  to  enable  their  social, 
emotional  and  intellectual  growth  as  they 
become  contributing  members  of  adult 
society.  Most  states  mandate  that  public 
education  be  provided  to  graduation,  or  age 
21,  whichever  comes  first,  but  heretofore  no 
effective  model  of  care  to  service  this  group  of 
students  has  been  advanced.  The  Day 
Hospital  for  Chronically  111  Adolescents  is  a 
new  and  innovative  model  that  we  see  as  a 


transition  program  between  the  inpatient 
total  service  concept  and  the  local  school 
system  when  the  adolescent’s  illness  is  in 
long-term  remission  or  stabilized.  It  repre- 
sents a cost  effective  and  functional  marriage 
between  the  medical  and  educational  models. 

Taken  together  this  report  documents 
the  development  of  the  program  in  its  first 
five  years  of  operation.  Adolescent  Day 
Hospital  participants  have  higher  academic 
achievements  and  lower  dropout  rates  than 
their  “normal”  peers.  They  have  also 
significantly  gained  in  self-esteem.  More- 
over, the  economic  indicators  suggest  that 
the  program  is  less  costly  than  the 
alternative  of  more  frequent  and  longer 
hospitalizations,  along  with  homebound 
education,  and  variably  coordinated  care  at 
home  services.  The  long-range  stabilization 
of  individual  patient’s  lives  has  no  dollar 
value  attached.  With  the  small  number  of 
chronically  ill  adolescents  serviced  to  date, 
we  can  only  rely  on  our  anecdotal  data,  which 
suggests  that  parents  are  able  to  return  to 
work,  adolescents  do  achieve  greater  than 
anticipated  independence,  and  their  ill- 
nesses become  more  stabilized  than  would 
have  been  otherwise  predicted. 

Studies  of  outcomes  of  this  diverse 
population  in  the  ADH  will  continue. 
Outcome  data  in  specific  patient  populations 
(e.g.,  those  with  diabetes,  asthma,  cancer)  is 
currently  being  collected  for  comparison  to 
those  in  more  traditional  programs. 
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MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1.5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  P.A. 

Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Directoc  Joseph  R.  Peacock,  M.D.,  Co-Director 
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Kent  General’s  new  1.5  tesla  MRI  provides  unsurpassed  diagnostic 
capability,  supported  by  many  patient  conveniences  and  physician  service. 

• High-resolution  imaging 

• MR  Angiography 

• Range  of  motion  studies 

• Fast  scanning  times 

• 24-hour  reporting 

• Board-certified  radiologists  readily  available  for  phone  consultation 

• Music  system  for  enhanced  patient  comfort  during  the 
scanning  procedure 

• Prompt,  flexible  patient  scheduling 

• Warm,  attentive  patient  care 

• Skeletal  radiography  and  plain  film  over-read  services 

Martin  G.  Begley,  M.D.  Medical  Director 
Raphael  Caccese  Jr.,  M.D.  Director,  mri 
Gregory  K.  Price,  M.D. 

Thomas  E.  Vaughan,  M.D. 

Steven  A.  Ebner,  M.D.  KENT  GENERAL  HOSPF 

Dover,  Delaware  • (302)  674-' 
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A Report  from  the  Community  Practitioner  Program 


E.  Harvey  Estes,  Jr.,  MD 


Editor's  note  — This  is  the  best  analysis  I 
could  find  of  the  universal  problem  of 
delivery  of  primary  care  medical  services.  It 
does  not  matter  that  it  is  North  Carolina  he  is 
writing  about;  the  problems  are  the  same 
everywhere.  They  have  some  excellent 
programs,  but  they  still  fall  short.  Increased 
selling  in  medical  school  will  not  solve  the 
problem  unless  accompanied  by  change  in  the 
realities  of  rural  and  small-town  practice.  We 
are  "fiddling  while  Rome  burns,"  and  must 
make  this  a top  priority  in  health  system 
reform. 

E.  Wayne  Martz,  MD 


In  the  fall  of  1989,  the  Kate  B.  Reynolds 
Charitable  Trust  granted  funds  to  allow  the 
North  Carolina  Medical  Society  Foundation 
to  assist  medically  underserved  communities 
in  North  Carolina.  The  Kate  B.  Reynolds 
Community  Practitioner  Program  estab- 
lished by  the  grant  was  launched  early  in 
1990  to  help  communities  attract  and  retain 
needed  medical  practitioners.  I am  the 
director  of  the  program. 

Since  its  beginning,  the  Community 
Practitioner  Program  has  worked  with  about 
40  North  Carolina  communities  and  indi- 
vidual practitioners.  Each  of  these  communi- 
ties/individuals has  a set  of  special  circum- 
stances and  problems,  and  each  could  be  the 
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subject  of  a separate  report;  but  space, 
respect  for  privacy,  and  the  objectives  of  this 
special  issue  of  the  Journal  preclude  such  an 
endeavor.  Instead,  I will  attempt  to  distill  the 
lessons  learned  into  an  overall  report  on  the 
status  of  medical  practice  and  practitioners 
in  rural  North  Carolina. 

I must  begin  with  a strong  statement 
about  the  debt  we  all  owe  to  a remarkable 
group  of  men  and  women  who  persist  in 
serving  as  medical  practitioners  in  the  more 
sparsely  settled  areas  of  our  state.  They 
serve  there  despite  smaller  incomes,  less 
time  with  family,  and  less  control  over  their 
lives,  and  they  make  many  other  sacrifices 
that  their  colleagues  in  other  communities 
and  in  other  specialties  do  not.  These  rural 
physicians  are  true  medical  heroes,  and  their 
story  deserves  a much  wider  audience  than  it 
has  received.  Perhaps  this  report  will  begin 
this  process. 

The  Problem 

We  have  recognized  the  shortage  of 
physicians  in  rural  communities  since  the 
mid-1960s,  largely  because  of  complaints 
voiced  to  state  and  national  legislators  by 
citizens  living  in  those  areas.  The  problem 
was  at  first  attributed  to  an  absolute 
shortage  of  physicians,  and  there  was  a 
national  effort  to  increase  the  size  of  medical 
school  classes  and  to  create  new  medical 
schools.  Midlevel  practitioners  (physician 
assistants  and  nurse  practitioners)  were 
trained  to  extend  the  work  of  physicians.  The 
new  specialty  of  family  medicine  was  created 
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to  replace  the  general  practitioners  of  the 
past.  Medical  education  was  extended  into 
smaller  communities  through  the  initiation 
of  the  Area  Health  Education  Centers 
(AHEC)  program. 

North  Carolina  participated  in  all  of 
these  initiatives,  and  has  been  a leader  in 
most  of  them.  The  efforts  had  a beneficial 
effect;  the  number  and  distribution  of 
physicians  in  rural  North  Carolina  improved 
steadily  from  1975  to  1985,  and  at  a faster 
rate  than  in  other  states.  However,  in  spite  of 
continuing  efforts  by  the  North  Carolina 
Office  of  Rural  Health  and  Resource 
Development  (ORHRD)  and  the  North 
Carolina  AHEC  program,  our  state  has  seen 
a downturn  in  numbers  of  physicians  in 
several  areas  since  1985. 

In  addition  to  the  decrease  in  numbers  of 
physicians  practicing  in  isolated  areas,  there 
has  been  another  ominous  development:  mid- 
sized communities  with  good  community 
hospitals  now  report  that  they  cannot  attract 
new  primary  care  physicians.  The  shortage 
has  spread  from  a shortage  of  generalist 
physicians  in  rural  areas  and  small  towns  to 
a shortage  of  family  physicians,  general 
internists,  and  general  pediatricians  in  small 
and  mid-sized  communities.  In  the  late  1960s 
and  early  1970s,  we  had  hoped  that  the  new 
primary  care  option  of  family  medicine  would 
attract  large  numbers  of  medical  students, 
but  in  the  early  1990s  we  find  that  the 
original  surge  of  student  interest  has  leveled 
and  that  interest  in  all  primary  care 
specialties  (including  general  internal  medi- 
cine and  pediatrics)  has  declined. 

These  trends  are  seen  throughout  the 
United  States.  In  fact,  there  is  some  evidence 
that  North  Carolina  has  fared  better  than 
most,  and  other  states  look  with  great  envy 
at  our  ORHRD  and  our  AHEC  system.  But 
this  is  little  consolation  to  the  North  Carolina 
family  physician  who  is  preparing  to  retire 
and  is  unable  to  obtain  a replacement,  or  to 
the  former  four-person  pediatric  group  now 
reduced  to  two  tired  members  and  unable  to 
attract  new  partners. 

Physicians  see  the  problem  as  one  of  a 
need  for  new  associates,  for  other  physicians 
to  share  responsibility  and  permit  a more 


tolerable  on-call  schedule.  People  in  the 
community  see  it  as  a lack  of  access  to 
medical  care.  The  problem  is  not  evenly 
spread  across  all  members  of  the  community. 
Younger  persons  with  good  incomes,  good 
transportation,  and  control  over  their  time 
and  lives  can  travel  to  get  medical  care  in  a 
medical  center;  the  problem  is  much  more 
complex  for  others.  An  80-year-old  widow, 
who  drives  her  own  car  to  the  grocery  store 
and  to  the  hairdresser  in  her  small  town,  is 
fearful  of  traffic  in  the  larger  community  and 
unable  to  negotiate  the  complex  medical 
environment  she  encounters  there.  The 
Medicaid-eligible,  single  mother  with  three 
small  children  and  no  automobile  faces 
similar  problems.  So  does  a minimum-wage 
factory  worker  who  cannot  afford  to  take  the 
day  off,  but  who  cannot  get  in  and  out  of  the 
nearest  medical  complex  in  less  time.  Those 
who  argue  that  the  answer  to  rural  health 
care  is  a good  transportation  system  need  to 
look  again! 

In  summary,  there  is  a shortage  of 
primary  care  providers,  it  is  growing  in 
intensity,  and  it  is  affecting  cities  of  larger 
size.  The  impact  is  more  severe  upon  citizens 
who  are  less  able  to  cope  because  of  age, 
infirmity,  or  low  income.  North  Carolina 
shares  the  problem  with  all  other  states,  and 
has  some  outstanding  programs  in  place  to 
combat  it.  The  fact  that  the  problem  has 
grown  worse  in  spite  of  these  programs 
attests  to  the  severity  of  the  systemic 
problems  within  the  U.S.  health  care  system. 

The  Financial  Cause  of  the  Shortage 

Let’s  look  in  more  detail  at  the  practice  of  a 
primary  care  doctor  in  a rural  or  small  town 
setting,  realizing  that  primary  care  practices 
in  larger  towns  and  cities  face  the  same 
problems  in  less  intense  form.  Most  primary 
care  physicians  have  found  their  income 
declining  over  the  past  five  to  10  years.  A 
typical  practice  may  see  the  same  or  a 
greater  number  of  patients  per  week,  but  the 
office  operating  expenses  have  risen  rapidly, 
decreasing  net  income.  Practices  have  had  to 
increase  personnel  to  deal  with  the  intrusion 
of  new  rules  and  regulations,  the  appearance 
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of  multiple  payers  (each  with  a different  set 
of  guidelines  and  rules),  and  the  need  to 
respond  to  multiple  inquiries  from  payers, 
patients,  and  others.  The  new  personnel 
require  added  space  and  equipment,  all 
adding  to  overall  cost  without  increasing 
practice  income. 

The  public  may  perceive  the  physician  as 
a highly  paid  individual,  but  the  primary 
care  practitioner  is  having  financial  difficul- 
ties. These  physicians  still  earn  more  than 
the  average  citizen,  but  in  the  small 
communities  of  our  state,  the  spread  in 
incomes  between  average  citizen  and  physi- 
cian is  not  nearly  as  large  as  most  would 
predict.  In  a time  when  the  average 
physician  income  is  well  over  $100,000  a 
year,  the  small-town  generalist  physician 
works  very  long  and  hard  hours  to  make 
$70,000  to  $80,000  or,  in  many  areas,  $50,000 
to  $60,000.  Young  physicians  finishing 
residency  and  considering  joining  the 
practice  often  expect  a higher  salary  in  the 
first  year  than  the  potential  employer  has 
achieved  after  several  decades  of  practice. 
The  economic  problem  faced  by  established, 
older,  small-town  generalists  is  not  that  they 
have  difficulty  meeting  the  expenses  of  living 
and  operating  a household,  but  that  they 
cannot  attract  partners!  New  practitioners, 
of  course,  have  their  own  problems.  Most  are 
burdened  with  educational  debt,  the  size  of 
which  often  means  that  they  cannot  borrow 
money  to  buy  a house  or  to  attain  the  level  of 
comfort  and  lifestyle  that  they  had  expected. 

The  public  is  unaware  that  the  payment 
allocated  by  Medicare  for  a primary  care  visit 
is  less  than  the  cost  of  providing  the  service. 
An  office  that  sees  a relatively  small 
percentage  of  such  patients  can  tolerate  a 
small  loss  on  each  Medicare  patient  visit,  but 
when  the  practice  consists  mostly  of  such 
patients  it  is  very  difficult  to  make  ends 
meet!  In  the  past,  the  payment  for  Medicaid 
patients  was  even  lower,  but  recently  North 
Carolina  has  increased  its  Medicaid  pay- 
ments so  that  they  equal  or  slightly  exceed 
Medicare. 

Some  practices  have  incomes  so  small 
that  they  cannot  meet  expenses  in  spite  of  a 


heavy  load  of  patients.  These  usually  serve 
areas  with  older  populations  and  high  levels 
of  poverty.  And  some  physicians  are  poor 
managers  who  fail  to  adopt  prudent  business 
practices  and  leave  much  of  their  potential 
income  uncollected.  Such  practices  can  be 
criticized  for  their  poor  business  skills,  but 
we  must  recognize  that  good  practice 
management  requires  a lot  of  time  and  most 
physicians  are  neither  trained  nor  interested 
in  this  activity. 

The  Effect  on  Practitioners 

Faced  with  declining  incomes,  and  with  the 
very  survival  of  the  practice  threatened, 
physicians  can  make  one  of  several  choices. 
They  can  move  to  a more  affluent  neigh- 
borhood where  a younger  population  may 
have  good  commercial  insurance  and  less 
demanding  needs.  They  can  stop  seeing  those 
patients  who  pay  less  than  what  it  costs  to 
deliver  their  care  by  limiting  the  number  of 
Medicare  and  Medicaid  beneficiaries  they 
will  accept.  They  can  abandon  private 
practice  and  join  a medical  enterprise  that 
provides  good  income  without  administrative 
responsibility  (such  as  an  urgent  care  center 
or  an  emergency  room).  Young  physicians 
who  have  worked  very  long  hours  for  $60,000 
per  year  can  take  a position  in  a hospital 
emergency  room  at  a salary  twice  their 
previous  income  and  get  a defined  schedule 
that  provides  several  days  off  each  week.  The 
tragedy  is  that  they  may  then  see  some  of  the 
same  patients  that  they  saw  in  their  office, 
but  at  about  twice  the  cost. 

The  central  economic  problems  of  rural 
primary  care  practice  divert  those  who  start 
their  medical  careers  intending  to  serve  as 
rural  practitioners.  Medical  students  have 
always  been  more  heavily  recruited  by  their 
medical  school  mentors  into  research  careers 
than  into  community  practice,  but  the  recent 
perception  of  rural  practitioners  as  harried, 
overworked,  and  professionally  isolated  is 
multiplied  in  the  minds  of  students  who  face 
debts  of  $50,000  to  $100,000  and  find  the 
starting  salary  in  primary  care  is  one-fourth 
that  of  a specialty  career. 

Students  who  persist  in  their  choice  of  a 
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primary  care  career  face  other  problems  if 
they  are  attracted  to  rural  areas.  Most  of 
these  locations  offer  few  opportunities  to  a 
career-oriented  spouse,  and  most  provide 
poor  educational  and  recreational  resources 
for  a young  family.  The  financial  resources 
needed  to  solve  these  problems  are  absent  in 
most  rural  communities. 

It  is  remarkable  that  we  still  have  any 
young  doctors  who  persist  in  their  path  of 
serving  rural  communities  as  physicians. 
They  deserve  our  respect  and  gratitude  but, 
above  all,  they  deserve  a better  share  of  the 
medical  payment  distribution  than  they  have 
received  in  the  past. 

Are  There  Solutions? 

1.  Improved  Compensation  An  even- 
handed  payment  system  would  reduce 
the  inequities  described  above.  This 
will  require  that  some  who  currently 
receive  high  levels  of  payment  receive 
less.  There  are  signs  that  the  Clinton 
administration  may  propose  such 
payment  reforms  which,  if  accom- 
plished, will  do  more  than  any  other 
single  intervention  to  correct  the 
problem.  Such  reform  was  projected  as 
a part  of  the  Resource  Based  Relative 
Value  Scale  system  passed  into  law 
several  years  ago.  This  system  did  not 
achieve  its  projected  levels  of  im- 
proved income,  largely  because  of 
restraints  imposed  by  the  administra- 
tors of  the  system,  who  feared 
increased  costs  as  a result  of  increased 
volume  of  care. 

2.  Improved  Perceptions  Another  contri- 
bution would  come  from  a change  in 
the  climate  of  medical  education  to 
portray  primary  care  careers  more 
favorably.  There  is  evidence  of  such 
change  in  all  four  medical  schools  in 
our  state,  although  it  will  not  be  easy 
since  most  current  medical  faculty 
have  no  experience  in  community 
practice.  Nevertheless,  the  recent 
attention  to  the  problem  by  senior 
leadership  is  a step  in  correcting  the 


perception  of  faculty  that  community 
primary  care  is  less  desirable  than  a 
career  as  a re-  searcher  or  a consulting 
specialist  (see  Curtis  P,  Pathman  D. 
The  return  of  the  Generalist  Physi- 
cian. NC  Med  J 1993;  54:  469-474). 

3.  New  Programs  The  Community  Prac- 
titioner Program  seeks  solutions  to  the 
practical  problems  of  medical  practice 
in  a rural  community.  It  provides 
financial  assistance  to  physicians  with 
heavy  debt  burdens.  It  provides  direct 
grants  that  enable  physicians  to 
disengage  themselves  from  another 
state  and  relocate  to  underserved 
areas  of  North  Carolina.  It  provides 
management  consultation  to  small 
practices  which  are  having  difficulty 
in  meeting  financial  goals,  and  has 
studied  the  effect  of  cost-based 
payment  systems,  such  as  that 
provided  under  the  Rural  Health 
Clinic  Act. 

The  Community  Practitioner  Program 
has  obtained  grant  support  from  the  Kate  B. 
Reynolds  Health  Care  Trust  to  establish  a 
locum  tenens  program  in  cooperation  with 
the  Mountain  Area  Health  Education  Center 
in  Asheville  and  the  East  Carolina  Univer- 
sity Family  Medicine  Residency  in  Greenville. 
Supported  by  the  grant,  these  two  family 
medicine  residency  programs  have  added  a 
faculty  member,  enabling  them  each  to 
provide  about  50  weeks  of  relief  coverage  for 
isolated  physicians  in  their  area.  Physicians 
have  used  the  relief  time  for  vacations  with 
their  family,  for  continuing  medical  educa- 
tion, and  for  coverage  during  illness.  The 
program  helps  prevent  the  burnout  which 
often  precedes  departure  from  small  commu- 
nity practices. 

The  Community  Practitioner  Program, 
in  partnership  with  the  ORHRD,  the  AHEC 
Program,  the  Kate  B.  Reynolds  Health  Care 
Trust,  and  the  Duke  Endowment,  hopes  to 
provide  solutions  for  those  areas  of  the  state 
that  have  been  underserved  over  the  past 
several  decades.  Most  of  these  areas  have 
lacked  the  leadership  to  analyze  the  medical 
needs  of  the  area  and  to  formulate  a plan  of 
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action.  Our  program  becomes  involved  with 
local  citizens  and  provides  them  with  planning 
expertise  and  grant  writing  assistance, 
followed  by  intensive  assistance  in  implement- 
ing plans.  This  is  a slow  and  labor-intensive 
effort,  but  the  initial  project  under  the  program 
is  moving  ahead  smoothly  and  others  are  in  the 
early  stages  of  planning. 

Conclusions 


Until  real  relief  in  the  form  of  payment  reform 
is  achieved,  we  must  realize  the  fragility  of  the 
primary  care  system  in  our  state  — especially 
that  which  serves  the  poor,  the  elderly,  and 
isolated  rural  populations  of  our  state.  We  owe 
the  physicians  serving  in  these  areas  our 
respect,  our  admiration,  and  our  thanks!  They 
continue  to  serve  their  patients  in  spite  of  the 
difficulties  because  enormous  rewards  accom- 
pany such  endeavors.  Most  physicians  forced 
out  of  rural  practices  by  burnout,  by  financial 
problems,  or  by  family  pressures,  grieve  at  the 
personal  loss  they  feel.  If  financial  barriers  can 
be  removed,  and  more  equity  introduced  into 
the  education  and  support  of  these  practices, 
they  can  survive  and  prosper  again! 
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Physicians  and  Attorneys  Working  Together: 
Forensic  Medicine  and  the  Letter  Opinion 


Edmund  Daniel  Lyons,  Esq. 


An  issue  which  often  confronts  the  treating 
physician  whether  she  ever  testifies  in  court  is 
a request  from  an  attorney  for  a letter  opinion 
regarding  the  patient’s  diagnosis,  prognosis, 
and  permanency  of  condition  or  physical 
limitations.  Physicians  are  entitled  to  demand, 
and  lawyers  expect  to  pay,  a reasonable  fee  for 
preparation  of  such  a letter  opinion.  This 
article  presents  some  practical  considerations 
for  the  physician  receiving  such  a request  to 
keep  in  mind. 

Causation 

Perhaps  the  stickiest  issue  that  most 
doctors  deal  with  in  terms  of  writing  opinion 
letters  and  testifying  in  court  is  the  issue  of 
legal  causation  versus  medical  causation. 
Many  times  physicians  are  reluctant  to  opine 
in  a legal  context  regarding  diagnosis,  etiology 
or  prognosis  unless  they  are  mathematically 
certain  of  the  validity  of  their  conclusion.  Such 
an  approach  is  unrealistic.  In  fact,  the 
standard  demanded  by  the  law  of  an  opining 
physician  is  one  of  “reasonable  medical 
probability”  which  is  likely  the  same  standard 
used  by  the  physician  herself  in  practicing 
medicine. 

“Possibility”  versus  “Probability” 

The  magic  words  are  “reasonable  medical 
probability.”  Note  that  we  are  not  speaking  of 
“possibility.”  Thus,  the  opining  physician 
should  be  careful  to  couch  her  opinion  in  terms 
of  the  magic  word  “probability”  and  not 
“possibility”  or  trouble  will  likely  follow.  Thus, 

Mr.  Lyons  is  an  attorney  in  the  firm  of  Aerenson,  Ferrara 
& Lyons  in  Wilmington,  Delaware. 


in  Riegal  v.  Aastad,  Del.  Supr.,  272  A.2d  715, 
718  (1970)  the  Delaware  Supreme  Court  wrote: 
“...the  defendants  complain  that  a 
medical  expert  witness  was  permitted 
to  testify  as  to  possible  medical 
consequences,  rather  than  be  confined 
to  reasonable  medical  probability.  See 
General  Motors  Corporation  v.  Free- 
man, Del.  Supr.,  3 Storey  74,  164  A.2d 
686  (1960).  We  hold  that  it  was  error  to 
permit  such  speculation  into  medical 
possibilities....”1 

What  does  the  law  mean  by  “probable?” 
According  to  the  Delaware  Supreme  Court, 
“[i]n  quantifiable  terms,  ‘probable’  is  any 
likelihood  greater  than  50  percent.”  Shively  v. 
Klein,  Del.  Supr.,  551  A.2d  41,  43  (1988). 

1.  Believe  it  or  not,  the  law  is  somewhat  sympathetic  to 
the  physician  who  struggles  with  the  distinction  between 
medical  possibility  and  probability: 

“Admittedly,  from  a legal  point  of  view,  a more 
positive  causal  connection  between  the  occurrence 
of  December  30,  1960,  and  the  plaintiffs  disability 
would  be  desirable;  and  unquestionably,  the 
“reasonably  medical  certainty”  test,  furnishing 
probability  of  causation  rather  than  mere  possibil- 
ity, is  preferable  when  obtainable.  We  must 
recognize,  however,  the  understandable  reluctance 
of  medical  witnesses  to  be  dogmatic  as  to  causation 
of  a physical  condition.  In  the  thinking  and 
reasoning  of  a physician,  we  realize,  the  realm  of 
probability  and  the  realm  of  possibility  often 
overlap.  Semantics  must  give  way  in  the  search  for 
a fair  and  must  result;  and  the  distinction  between 
words  like  “possible,”  “probable,”  “reasonable 
certainty,”  and  the  like,  may  not  be  over- 
emphasized. A “could  have”  answer  of  a medical 
witness,  such  as  we  have  here,  may  not  be  isolated 
and  considered  alone;  it  must  he  considered  in  the 
light  of  all  of  the  other  evidence  in  the  case.” 
AirMod  v.  Newton,  Del.  Supr.,  216  A.2d  434,  438 
(1965). 
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The  Pre-Existing  Condition 

If  the  standard  is  one  of  common  sense, 
where  do  the  troubles  arise?  The  most  frequent 
bug-a-boo  is  the  pre-existing  condition.  What  is 
the  physician’s  answer  when  asked  whether  a 
patient  with  a previously  diagnosed  but 
asymptomatic  herniated  cervical  disc  suddenly 
experiences  symptoms  of  pain  in  the  neck  and 
radiating  into  the  upper  extremities  immedi- 
ately following  an  automobile  accident?  Did 
the  accident  cause  the  herniated  disc? 
Obviously  not  since  the  disc  had  pre-existed 
the  accident.  Did  it  cause  the  symptoms  which 
might  otherwise  be  attributable  to  the 
herniation?  If  those  symptoms  are  consistent 
with  the  herniation  and  the  symptoms 
themselves  did  not  pre-exist  the  accident,  but 
manifested  at  the  time  of  the  accident,  the 
answer  is  obviously,  yes.  What  if  the  symptoms 
pre-existed  the  accident  but  increased  mark- 
edly immediately  post-accident?  In  such  a case 
the  law  and  physicians  often  talk  in  terms  of 
the  symptoms  having  been  “accelerated”  or 
“aggravated”  by  trauma.  This  is  a sufficient 
causal  connection  between  the  trauma  and  the 
symptoms  despite  the  pre-existing  condition 
which  the  physician  has  diagnosed  in  the 
patient. 

The  Importance  of  History  in 
Opinions  re:Causation 

One  of  the  factors  doctors  consider  in 
reaching  a medical  opinion  concerning  the 
etiology  of  a particular  condition  is  the  history 
presented  by  the  patient.  Physicians  can  feel 
comfortable  that  the  law  recognizes,  just  as 
they  do,  the  importance  of  that  history, 
particularly  in  terms  of  reaching  an  opinion 
regarding  causation.  In  one  leading  Delaware 
case,  our  Supreme  Court  observed: 

“We  agree  that  an  award  cannot  stand 
on  medical  testimony  alone,  if  the 
medical  testimony  shows  nothing 
more  than  a mere  possibility  that  the 
injury  is  related  to  the  accident.  See 
cases  cited  in  Annotations  to  135 
A.L.R.  516,  Sufficiency  of  Expert 
Testimony  to  Establish  Causal  Rela- 
tionship Between  Accident  and  Physi- 
cal Condition  or  Death.  But  this  does 


not  mean  that  in  every  case  the 
testimony  of  medical  experts  must 
show  at  least  a probability  that  the 
injury  was  caused  by  the  trauma.  If 
the  testimony  of  these  experts  should 
show  that  the  injury  was  possibly  the 
result  of  the  trauma  and  such 
testimony  is  supplemented  by  other 
credible  evidence  tending  to  show  that 
the  injury  occurred  directly  after  the 
trauma  and  without  interruption,  we 
think  that  such  evidence  would  be 
sufficient  to  sustain  an  award.  It  has 
been  so  held  by  the  appellate  courts  in 
a number  of  states.. ..We  do  not  believe 
that  the  distinction  between  the  use  of 
the  words  “possible”  and  “probable,” 
and  other  words  of  a similar  import, 
should  be  followed  too  closely.  See  2 
Larson  Workers’  Compensation  Law, 
S80.32.  It  is  a matter  of  general 
knowledge  among  those  of  us  who  are 
at  all  familiar  with  the  testimony  of 
physicians  that  at  times  one  doctor 
will  use  words  denoting  “possibility” 
while  another  may  use  words  denoting 
“probability”  when  actually  they  mean 
the  same  thing.  We  think  that  such 
testimony  should  be  considered  in  the 
light  of  all  the  evidence,  particularly 
where  the  injury  occurred  directly  and 
uninterruptedly  after  the  trauma.” 
General  Motors  v.  Freeman,  Del.  Supr.,  164 
A.2d  686,  688  (1960). 

Conclusion 

Doctors  and  lawyers  need  not  speak 
different  languages  when  it  comes  to 
communicating  the  doctor’s  opinions  in  a letter 
opinion  that  may  play  a role  in  a personal 
injury  lawsuit.  If  the  opining  physician  is 
aware  of  the  foregoing  standards,  and  does  not 
hesitate  to  ask  the  requesting  lawyer  to  clarify 
what  he  is  asking  for,  in  the  event  of  ambiguity, 
rendering  an  effective  letter  opinion  can  be  a 
painless  event. 

Health  Law  is  a feature  of  the  Delaware 
Medical  Journal  which  presents  practical 
information  for  the  practicing  physicians 
about  current  trends  in  health  law. 
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EDITORIAL 


Advanced  Practice  Nurses 


There  is  an  old  joke  that  asks,  “What  do  you 
call  the  person  who  graduates  last  in  his 
medical  school  class?”  The  answer  is, 
“doctor.”  We  laugh  dutifully,  but  it  points  up 
the  old  truism  that  many  things  said  in  jest 
are  meant  in  earnest,  and  it  clearly  is  part  of 
the  continuing  effort  to  denigrate  the 
medical  profession. 

It  overlooks  the  fact  that  “safe  to 
practice”  is  the  ruling  criterion  in  medical 
school,  and  any  who  don’t  meet  that  criterion 
in  the  best  judgement  we  can  assemble,  don’t 
graduate.  Furthermore,  “safe  to  practice” 
means  practice  under  supervision  in  a 
stringently  controlled  residency  for  three 
years. 

Turning  that  old  joke  around,  it  might  be 
pointed  out  that  the  nurse  who  finishes  last 
in  her  or  his  two-year  advanced  practice 
nursing  (APN)  program  is  called  “nurse,”  and 
according  to  House  Bill  274  would  be  able  to 
practice  medicine  without  any  residency  and 
would  not  be  answerable  to  anyone  except 
the  Board  of  Nursing,  most  of  whose 
members  have  not  had  any  education  or 
training  beyond  basic  nursing  and  could  be 
said  to  have  not  a clue  as  to  what  constitutes 
good  vs.  poor  diagnosis  and  treatment. 

“But  surely  that  bill  will  not  pass,”  you 
say.  Don’t  be  too  sure.  Nurses  are  swarming 
through  Legislative  Hall  daily,  buttonholing 
your  legislators  and  persuading  them  of  their 
party  line,  which  goes  as  follows: 

1.  I don’t  want  to  be  a doctor.  I only 
want  to  be  allowed  to  do  what  I 
am  educated  and  qualified  for. 

2.  It  is  not  practicing  medicine. 

3.  There  have  not  been  any  instances 


of  mistakes  or  lawsuits  against 
advanced  practice  nurses. 

4.  You  can’t  have  members  of  one 
profession  disciplining  another 
profession. 

5.  Discussions  between  the  Board  of 
Nursing  and  the  Board  of  Medical 
Practice  have  resolved  nearly  all 
points  of  difference. 

Let  us  look  at  these  one  at  a time: 

"I  don’t  want  to  be  a doctor.  I only  want  to  be 
allowed  to  do  what  I am  educated  and 
qualified  for." 

It  is  almost  impossible  to  practice  safe 
primary  care  medicine  without  a knowledge 
of  all  specialties.  You  never  diagnose  the 
disease  you  don’t  think  of  — the  thyroiditis  or 
mononucleosis  that  comes  in  complaining  of 
a sore  throat,  or  the  congestive  heart  failure 
or  myxedema  that  complains  of  a “cold.” 
Those  with  narrow  training  tend  to  miss 
things  outside  their  usual  area.  The  medical 
person  is  in  danger  of  missing  appendicitis 
and  the  surgeon,  given  a patient  with 
epigastric  pain  and  vomiting,  may  miss  the 
myocardial  infarct.  You  need  to  know  the 
universe  of  possibilities  to  rule  out  the 
alternatives.  Everyone  needs  clinical  practice 
under  supervision  to  avoid  making  the  same 
mistake  for  years  and  calling  it  experience. 

"It  is  not  practicing  medicine." 

No  matter  what  you  may  call  it,  making  a 
diagnosis  and  ordering  treatment  is  practicing 
medicine.  You  may  label  it  “evaluation”  or 
any  other  term  you  want,  unless  you  come  up 
with  an  idea  of  the  pathology  involved,  you 
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are  treating  symptoms  and  that  is  dangerous 
practice. 

"There  have  not  been  any  instances  of 
mistakes  or  lawsuits  against  advanced 
practice  nurses." 

This  is  just  plain  not  true.  The  person 
does  not  exist  who  has  not  made  mistakes, 
and  more  disturbing  than  the  natural  human 
tendency  to  err  is  the  arrogance  that  makes 
one  think  he  or  she  is  without  error. 
Admittedly  there  have  been  very  few 
lawsuits  against  nurses,  and  I would  be  the 
first  to  congratulate  them  on  a fine  record, 
but  at  the  same  time  there  are  very  few 
practicing  in  exposed  situations,  and  under 
physician  supervision  it  is  the  physician  who 
gets  the  suits.  They  have  the  deepest 
pockets.  There  was  a suit  resolved  recently 
for  $100,000  and  we  all  remember  the 
disastrous  misdiagnosed  ruptured  ectopic 
pregnancy  a few  years  ago.  Others  occur 
regularly.  They  happen  to  anyone,  and  the 
RN  or  BSN  degree  does  not  protect  one  from 
error,  not  even  with  a Master’s  or  MD  or  DO. 

'You  can’t  have  members  of  one  profession 
disciplining  another  profession." 

In  at  least  10  states  the  Board  of  Medical 
Practice  has  direct  jurisdiction  over  ad- 
vanced practice  nurses.  It  works.  Moreover, 
if  the  Board  of  Medical  Practice  fulfills  its 
legal  responsibility  and  issues  certificates  to 
those  appropriately  qualified,  allowing  them 
to  practice  medicine  under  certain  condi- 
tions, that  same  Board  can  withhold, 
infringe,  suspend,  qualify  or  revoke  that 
certificate  without  usurping  any  powers  or 
prerogatives  of  the  Board  of  Nursing.  The 
persons  concerned  would  still  have  their 
nursing  license  as  they  did  previously. 

"Discussions  between  the  Board  of  Nursing 
and  the  Board  of  Medical  Practice  have 
resolved  nearly  all  points  of  difference." 

Minutes  of  the  Board  of  Medical  Practice 
at  least  as  far  back  as  1989  reflect  a 
willingness  to  meet  with  the  Board  of 
Nursing  to  work  out  differences.  It  was  not  until 
January  11,  1994  (after  HB  274  failed  to  pass)  that 


the  meeting  actually  took  place.  Each  selected  two 
persons,  one  professional  and  one  lay  member  of 
their  boards,  to  meet  with  two  similar  people  from 
the  Board  of  Pharmacy,  to  discuss  an  amended 
Nurse  Practice  Act  that  all  could  agree  on.  There 
were  essentially  five  points  of  disagreement: 

1.  A statement  in  the  preamble  that  nothing 
in  the  act  could  be  construed  as  letting  a 
nurse  practice  medicine.  Nursing  wanted  it 
removed.  Medicine  agreed  to  remove  it  for 
APNs  but  not  for  RNs  or  LPNs. 

2.  Nursing  wanted  freedom  from  “supervi- 
sion.” Medicine  agreed  as  long  as  there 
was  “some  sort  of  collaborative  agree- 
ment” between  the  nurse  and  a physician. 
Medicine  wanted  to  limit  the  number  of 
nurses  any  given  physician  could  work 
with.  Nursing  refused.  This  was  not 
resolved.  Nursing  made  it  clear  that  the 
collaboration  would  only  be  for  referral  or 
consultation.  There  was  no  agreement  to 
this. 

3.  At  present  nurses  may  see  and  treat 
patients  in  the  absence  of  physicians  if 
there  are  written  protocols  approved  by  the 
Board  of  Medical  Practice.  Nursing 
objects  to  any  protocols.  Medicine  pointed 
out  that  doctors  also  are  often  required  to 
use  protocols,  called  “practice  guide- 
lines.” This  issue  was  not  fully  resolved. 

4.  Nursing  proposed  a “Joint  Practice 
Committee”  to  regulate  the  function  of 
these  APNs.  Medicine  agreed  and  discus- 
sion centered  on  three  nurses,  three 
physicians  and  three  pharmacists.  At  the 
next  meeting  the  nurses  wanted  to  change 
that  to  four  nurses,  two  physicians  and  one 
pharmacist.  Medicine  objected.  Nursing 
proposed  that  the  Joint  Practice  Commit- 
tee should  have  no  disciplinary  authority. 
That  would  reside  in  the  Board  of  Nursing, 
and  the  Rules  and  Regulations  it  devel- 
oped would  be  subject  to  veto  by  the  Board 
of  Nursing.  Medicine  and  Pharmacy 
disagreed. 

5.  One  clear  goal  of  nursing  is  “prescriptive 
authority,”  the  right  to  initiate  and/or 
change  medications  and  to  write  the 
prescriptions  without  the  physician’s 
countersignature.  This  has  not  been 
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discussed  in  any  depth,  and  no  agreement 
has  been  reached. 

I feel  it  is  time  to  set  the  record  straight.  There 
is  agreement  on  some  things.  Clearly  APNs  can  and 
should  be  given  an  expanded  role,  but  in  the  public 
interest  I feel  that  some  controls  must  be  retained 
other  than  the  Board  of  Nursing,  which  is  hardly 
qualified  to  judge  the  quality  of  their  care. 

If  you  wish  to  call  your  legislators  but  don’t 
know  how,  call  the  Medical  Society  (658-7596  or 


800/348-6800).  Better  yet,  take  an  afternoon  off 
and  go  to  Dover.  Meet  your  legislators  and  express 
your  opinion  — nicely  and  politely. 

E.  Wayne  Martz,  MD 


Residents  and  the  Medical  Society  of  Delaware 


Residents  in  all  specialties  should  become 
active  on  both  local  and  national  levels  in 
representative  medical  organizations.  This  is 
particularly  important  because  of  currently 
proposed  health  care  reforms,  which  address 
issues  vital  to  both  graduating  medical 
students  and  current  residents.  Examples  of 
such  proposals  include  1)  revision  of  federal 
loan  payback  requirements  for  residents;  2) 
limitations  of  residency  slots  to  110  percent 
of  the  number  of  graduating  U.S.  seniors;  3) 
the  proposed  requirement  that  50  percent  of 
senior  medical  students  enter  primary  care; 
4)  allocation  of  the  number  of  specialty  slots 
by  regional  or  national  committee;  5) 
revisions  in  the  methods  of  funding  graduate 
medical  education. 

In  order  to  encourage  and  support 
participation  in  the  Medical  Society  of 
Delaware  by  residents  in  training  at 
Delaware  institutions,  the  Society  has 
agreed  to  waive  its  membership  fees. 
Residents  are  only  required  to  pay  the  $45 
resident  membership  fee  for  the  American 


Medical  Association.  The  Delaware  Medical 
Journal  has  also  established  a “Resident’s 
Corner,”  with  the  inaugural  section  in  the 
next  issue  of  the  Journal.  This  section  is 
intended  to  provide  a forum  for  Delaware 
residents  in  all  specialties  to  present  original 
research,  reviews,  case  reports,  abstracts,  or 
discussion  of  current  policy  issues.  The 
Journal  hopes  to  work  closely  with  the 
Medical  Center  of  Delaware,  St.  Francis 
Hospital  and  Riverside  Hospital  to  encourage 
their  residents  to  utilize  the  “Resident’s 
Corner”  as  an  avenue  for  resident  publica- 
tion. Residents  wishing  to  submit  articles  to 
the  Journal  may  do  so  by  mailing  three 
copies  of  the  article  to  1925  Lovering  Avenue, 
Wilmington,  DE  19806.  For  further  informa- 
tion, refer  to  the  “Instructions  for  Authors” 
found  on  the  fourth  page  of  the  Journal  each 
month. 


Virginia  U.  Collier,  MD 


Health  Problems  of  Minorities 


As  part  of  my  volunteer  job  as  physician 
coordinator  of  the  Medical  Society  of 
Delaware’s  school  health  talks  program, 
Physicians  and  Educators  for  Improved 
Student  Health,  I was  asked  by  a teacher  if  I 


could  prepare  a talk  for  her  classes  on  health 
problems  of  minorities.  “No  problem,”  I said. 

Yet  when  I summarized  in  my  mind  my 
clinical  experience  of  many  years  in  a 
practice  with  a large  percentage  of  minority 
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patients,  and  supplemented  that  with  a 
careful  review  of  the  literature  available  in 
the  Lewis  B.  Flinn  Library,  I found  there  is  a 
great  problem.  Genetically,  as  every  physi- 
cian knows,  sickle  cell  disease  is  predomi- 
nantly a disease  of  blacks,  and  the  death  rate 
from  hypertension  in  blacks  is  10  times  that 
of  whites.  Conversely,  Tay  Sachs  disease  is 
predominantly  a disease  of  Jews,  and  cystic 
fibrosis  is  11  times  more  common  in  whites 
than  in  blacks. 

And  that  was  the  end  of  the  difference  of 
genetically  determined  diseases.  When, 
however,  I considered  the  broader  categories 
of  disorders,  I found  a host  of  differences. 
Among  these  are  those  related  to  hyperten- 
sion, such  as  stroke  and  heart  disease  and 
certain  cancers  (e.g.,  prostate  and  lung), 
which  may  or  may  not  have  genetic 
predisposition,  and  others  more  clearly 
related  to  lifestyle,  poverty,  lack  of  privacy, 
poor  nutrition,  and  stress.  Published  statis- 
tics indicate  high  unemployment  rates  and 
lower  income  levels  among  African  Ameri- 
cans and  Hispanics  with  four  times  as  many 
households  headed  by  a single  mother. 
Teenage  pregnancy,  prematurity  and  low 
birthweight  are  associated  with  high  infant 
mortality. 

Are  these  statistically  far  different  rates 
of  disorders  genetically  determined?  No.  Are 
they  racially  determined?  No.  Careful  study 


has  proved  that  the  differences  are  socioeco- 
nomic and  are  rooted  in  poverty. 

Is  this  then  a medical  problem?  It 
depends  on  the  individual  physician’s  point 
of  view.  Personally,  I feel  very  strongly  that 
it  is  because  it  certainly  works  against  health 
and  happiness.  Will  a national  health  care 
system  solve  the  problem?  I think  that  its 
improved  access  to  care  will  help  only 
marginally.  More  important  is  an  attack  on 
the  root  socioeconomic  underlying  causes  of 
poverty,  and  that  is  a big  order.  It  involves  so 
many  things,  including  stable  homes  with 
caring  families,  good  schools  with  intensive 
programs  against  early  dropouts  and  strong 
efforts  to  prepare  students  for  college  or 
meaningful,  good-income  work.  It  involves 
intensified  education  against  drug  use. 
Students  must  be  taught  to  resist  peer 
pressure,  to  recognize  problems  early  and 
seek  help  early. 

The  great  challenge  is  to  work  on  solving 
the  larger  socioeconomic  problems  to  avoid 
having  young  people  face  unhappiness, 
helplessness,  hopelessness  and  despair.  Yes, 
these  are  problems  for  physicians,  both  as 
healers  and  as  good  citizens. 

David  Platt,  MD 


Rehabilitation  Consultants,  Inc. 

"Physical,  Occupational  and  Speech  Therapy  since  1970” 


Two  convenient  locations 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


SERVICES 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare  and  Most  Major 
Insurance  Plans 

Call  302/478-5240  or  302/655-5877 
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Remembrance  of  Battles  Past, 
Battles  Yet  to  Come 


This  issue,  contains  the  first  of  two  histories 
about  Delaware  physicians  in  World  War  II. 
The  narratives  begin  with  D-Day,  and  will 
conclude  with  the  history  of  the  Battle  of  the 
Bulge.  The  first  article  commemorates  the 
50th  anniversary  of  D-Day.  Bill  Duncan, 
Lieutentant  General  (DE),  DelNG  (Retired), 
has  done  a lot  of  background  research  for  this 
story,  and  has  done  an  excellent  job  putting 
all  this  together.  I think  you  will  find  this 
and  the  December  issue  interesting  reading. 

I would  like  to  thank  the  members  for  the 
calls  and  letters  to  legislators  concerning  the 
Advanced  Practice  Nurse  Act.  After  six 
months  of  intransigence  on  the  nurses  part, 
they  finally  sat  down  with  us  and  yielded  on 
the  issue  of  independent  practice  and  agreed 
that  any  regulations  regarding  the  practice 
of  medicine  by  APNs  will  be  reviewed  and 
approved  by  the  Board  of  Medical  Practice. 
Until  you  made  your  calls  and  wrote  to  your 
legislators,  this  was  practically  a “done  deal” 
for  the  nurses. 

The  compromise  is  more  important  than 
it  might  seem.  More  and  more  limited  license 
practitioners  want  to  practice  medicine,  or  at 
least  the  areas  where  they  think  they  are 
competent.  We  may  find  it  ludicrous  that 
someone  would  feel  comfortable  practicing 
even  a “limited  scope”  of  medicine  without 
the  vast  body  of  knowledge  obtained  in 
medical  school  and  residency.  A lot  of  lay 
people  are  seduced  by  the  argument  that 
some  “extra  training”  allows  a practitioner  to 
practice  a limited  amount  of  medicine.  This 
effort  by  other  mid-level  practitioners  won’t 
be  going  away.  It  is  important  for  anyone 
who  engages  in  the  “practice  of  medicine”  to 


have  this  role  overseen  by  the  Board  of 
Medical  Practice.  That  position  was  finally 
agreed  to  by  APNs.  Hopefully,  this  will  be  the 
model  by  which  other  practitioners  obtain 
privileges. 

A second  battle  is  being  fought  by 
optometrists  to  treat  and  prescribe  for 
disease  of  the  eye.  This  bill  is  also  very  close 
to  passing,  as  it  did  last  year,  before 
Governor  Carper’s  veto  stopped  enactment. 
We  now  have  the  precedent  of  physician 
assistants  and  APNs  having  regulations 
approved  by  the  Board  of  Medical  Practice.  I 
believe  we  should  again  call  and  write  our 
legislators  pushing  the  same  point,  when 
optometrists  practice  medicine,  the  rules  and 
regulations  should  be  reviewed  by  the  Board 
of  Medical  Practice,  not  the  Board  of 
Optometry.  It  is  critical  that  anyone  engaged 
in  the  practice  of  medicine,  even  in  a “limited 
scope”  should  have  that  part  of  their 
professional  practice  regulated  by  the  Board 
of  Medical  Practice. 

Further  thanks  for  your  generous 
contributions  to  the  United  Way.  These 
contributions  enabled  us  to  meet  a goal  set  by 
the  United  Way  of  Delaware  and  DuPont- 
Merck.  DuPont-Merck  has  awarded  us 
funding  to  be  used  toward  the  purchase  of  a 
new  telephone  system,  which  we  will  be 
installing  in  the  near  future. 
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Rehabilitation  Consultants,  Inc. 

“ Physical , Occupational  and  Speech  Therapy  since  1970” 


Silverside  Road  Office 
Suite  105  Springer  Bldg. 
Concord  Plaza 
3411  Silverside  Road 


Approved  by  Medicare  and  Most  Major 
Insurance  Plans 

Call  302/478-5240  or  302/655-5877 


Baynard  Blvd.  Office 
2100  Baynard  Blvd. 
Wilmington 


Very  private  12.5-acre  estate  on  Delaware/Pennsylvania  line  bordering  192  acres  of  conser- 
vation easement.  This  fine  home,  built  in  the  1950s,  has  5 large  bedrooms  and  5 baths, 
including  first-floor  master  bedroom  and  new  13x16'  master  bath  with  cathedral  ceiling 
and  skylights;  34x19'  country  kitchen  with  fireplace;  2 marble  fireplaces  with  antique 
mantels  in  living  and  dining  rooms;  10'  ceilings  on  first  floor;  plus  family  room,  studio 
and  screened  porch.  Outside  is  a four-car  garage;  four-stall  barn  with  tack  room,  hay  stor- 
age and  kick-out  shed;  plus  swimming  pool  and  pond.  Additional  adjacent  acreage  is 
available.  For  more  information  or  an  appointment  to  see  this  rare  offering,  please  call 
Patterson-Schwartz  Real  Estate  today. 

Call  Chris  Patterson  (302)  429-7334 
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WOMEN’S  IMAGING  CENTEB 


OB-GYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*Affiliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
Newark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  8AM  - 8PM  • Sat.  8AM  - 1PM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Annina  Nicholas  Wilkes,  M.D.  Michael  White,  M.D. 

Susan  Barnes,  M.D.  Christine  Dietrich,  M.D.  Anthony  Scola,  M.D. 

Accredited  by  the  American  College  of  Radiology 


Kent  General’s  new  1.5  tesla  MRI  provides  unsurpassed  diagnostic 
capability,  supported  by  many  patient  conveniences  and  physician  servi 

• High-resolution  imaging 

• MR  Angiography 

• Range  of  motion  studies 

• Fast  scanning  times 

• 24-hour  reporting 

• Board-certified  radiologists  readily  available  for  phone  consultation 

• Music  system  for  enhanced  patient  comfort  during  the 
scanning  procedure 

• Prompt,  flexible  patient  scheduling 

• Warm,  attentive  patient  care 

• Skeletal  radiography  and  plain  film  over-read  services 


Miartin  G.  Begley,  M.D.  Medical  Director 
Raphael  Caccese  Jr.,  M.D.  Director,  mri 
Gregory  K.  Price,  M.D. 

Thomas  E.  Vaughan,  M.D. 

Steven  A.  Ebner,  M.D.  KENT  GENERAL  HOSP 

Dover,  Delaware  • (302)  674- 


If  cost,  practice  size  or  the 
decision  to  retire  are 
proh  ibiting  yo  ur  comp  uter 
decisions... 


...then  it’s  time  to  look  at  POCLite,  the  completely  integrated  practice 
jmanagement  system  you  can  afford. 


w 


i ' 


POCLite  is  developed  by  the  same  people  that  brought  you  POC; 
lljStellimann  Kaissey  Limited.  We  maintain  close  proximity  to  the  pulse 
|of  the  medical  industry  and  realize  physicians  are  plagued  with  many 

(concerns: 

8| 

i 


Government  Healthcare  Reform 
Loss  of  Revenue 
Medicare  Cuts 
Mandatory  Electronic  Billing 


|That  is  why  we  developed  POCIite,  a simple,  cost  effective  software 
Ipackage  that  will  handle  your  practice  needs  today  and  tomorrow! 


POCLite  keeps  complete  patient  records 

Patient  ledger  activity 

Electronic  Claims  Submission 

Insurance  and  Patient  billing 

Special  reports  that  track  office  productivity 

Flexible  upgrade  & conversion  path  to  POC 

Software  pricing  from  $995  for  Medical  Society  Members 


Limited  Offer 

Extended  free  training  and  support  for  the 
first  50  offices  who  select  POCLite.  Soft- 
ware or  turn-key  packages  are  available 
at  special  introductory  rates  for  members  only. 


For  more  information  or  a demonstration 
call  302-888-3200  now! 


Endorsed  by  the  Medical  Society 
of  Delaware 


K§ ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


Established 

Otolaryngology  Practice 

hh&n 

I Endo-sinus 
I Facial  plastic  surgery 
I Allergy 

Well-equipped,  computerized  office 
is  now  available  in  medical  building 
adjacent  to  hospital  in  Southern 
Chester  County. 

Will  finance  and  help  with  transition 

Call  Dr.  Krishna 
(215)  869-1221 


Practice  Sale  or  Merger  Consulting 

Confidential  consulting  for  physicians  or  physician  groups  who  wish 
to  sell,  merge,  or  reorganize  their  practice. 

We  can  make  it  happen. 


Primary  care  or  specialty  practices  are  both  desired. 

To  speak  to  our  consultants  confidentially,  please  contact 

BUI  Carello  at  (302)  478-9283 

David  Krigstein  at  (302)  737-6200 

Bill  Santora  at  (302)  737-6200 

Healthcare  Management  Services,  Inc. 

P O Box  5569 
Newark  DE  19714 
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Comprehensive  rehabilitation  in  the 
tradition  of  Delaware  Curative  Workshop’s 
standard  of  excellence 

• Physical  Therapy 

• Back  and  Neck  Injuries 

• Occupational  Therapy 

• Splint  Making 

• Sports  Injuries 

• Speech  and  Language  Pathology 

• Social  and  Psychological  Services 

• Work  Related  Injuries 

• General  Orthopaedics 


Delaware  Curative 
Newark  is 
Now  Accepting 
Patients 


Polly  Drummond  Office  Park 
40  Polly  Drummond  Hill  Road 
Building  4 

Newark,  Delaware  19711 
302  738  3110 

1600  Washington  Street 
Wilmington,  Delaware  19802 


DELAWARE 

©►curative 

▼ \ WORKSHOP 


302  652  2521 


For  The  Future 


Regardless  of  the  changes  that  emerge  from  the  battle  over  health  care 
reform,  PPIC  will  be  positively  positioned  for  progress  in  the  years  ahead. 

Working  in  partnership  with  our  owner  systems  and  policyholders,  PPIC 
will  continue  to  develop  products  that  are  literally  “ahead  of  their  time.”  Our 
risk  management  program  will  stay  on  the  leading  edge  of  changes  in  prac- 
tice procedures  as  the  industry  continues  to  refine  the  nature  and  role  of 
health  care  providers  in  the  future. 

The  variety  of  coverages,  reasonable  rates  and  innovative  risk  management 
services  combine  to  form  a powerful  incentive  to  existing  and  potential  poli- 
cyholders alike  to  retain  PPIC  as  their  professional  liability  insurance  earner. 

PPIC  already  has  a strong  alliance  with  every  hospital  and  health  care 
facility  in  each  of  our  owner  systems.  These  partnerships  further  the  shared 
philosophies,  beliefs  and  commitments  to  continued  excellence. 


Providing  professional  liability  insurance  and  related  services 

Preferred  Physicians  Insurance  Company 
10707  Pacific  Street,  Suite  205 
Omaha,  Nebraska  68114 
1-800-441-7742 


SPECIAL  ARTICLE 


REFLECTIONS  ON  WORLD  WAR  II 

Part  I 


William  H.  Duncan,  MD 


(Editor’s  Note:  1994  is  the  50th  anniversary  of 
many  significant  events  of  World  War  II, 
among  them  D-Day  in  Europe,  June  6,  1944, 
MacArthur’s  return  to  the  Philippines, 
October  1944;  and  The  Battle  of  the  Bulge, 
December  1944.  This  article  appeared 
appropriate  to  publish  in  June.  The  second 
part  will  follow  in  December.) 

“Greetings”  is  not  the  usual  salutation  of 
correspondence,  nor  the  first  word  in  military 
writings.  However,  it  would  appear  to  be  the 
most  appropriate  word  for  the  beginning  of 
these  reflections  in  that  in  September  1940, 
“Greetings”  was  followed  by:  “Having  submit- 
ted yourself  to  a local  board  composed  of  your 
neighbors  for  the  purpose  of  determining 
your  availability  for  training  and  service  in 
the  armed  forces  of  the  United  States,  you  are 
hereby  notified  that  you  have  been  selected 
for  training  and  service  in  the  Army.” 

As  you  will  see  in  the  quote  below  from  a 
1950  history  of  medicine  in  Delaware  by  W. 
Edwin  Bird,  MD1,  individual  states  were 
provided  quotas  for  physicians.  These  quotas 
were  primarily  satisfied  by  volunteers 
through  a Procurement  and  Assignment 
Service  and  only  rarely  by  the  draft.  In 
addition,  it  must  also  be  recognized  that 
following  Pearl  Harbor,  there  was  a sponta- 
neous surge  of  patriotism  that  was  the  basis 
of  large  numbers  of  volunteers,  including 
many  physicians. 

Dr.  Bird  wrote:  “The  active  response  of 
the  Delaware  doctors  to  the  call  of  duty  in  the 
services  in  World  War  II  has  been  a matter  of 
official  commendation.  All  over  the  country 


the  professional  groups  out-volunteered  the 
lay  groups,  and  the  medical  profession  did 
appreciably  better  than  any  other  profes- 
sional group,  the  average  medical  response  by 
states  being  126  percent  of  its  quota: 
Delaware’s  response  was  152  percent.  In  the 
six  months  from  March  to  September  1942, 
Delaware  had  thus  contributed  enough 
doctors  to  supply  its  quota  for  the  rest  of  1942 
and  for  the  entire  year  of  1943  ....  Thus  ...  “the 
Delaware  Procurement  and  Assignment 
Service  ...  was  not  called  on  to  contribute  any 
more  physicians  to  the  services  during  the 
war.” 

The  combination  of  the  “Greetings” 
letters  and  telegrams  as  well  as  the  high  level 
of  volunteerism  created  the  experiences 
which  form  the  basis  of  this  paper. 

Most  citizens  of  the  United  States  and 
certainly  most  physicians  did  not  consider 
their  primary  calling  to  be  military  service. 
However,  there  was  a military  experience 
factor  that  was  noted  in  the  Bird  quote;  both 
the  citizenry  and  the  physicians  had  an 
outstanding  previous  military  service  record 
some  23  years  before,  in  World  War  I.  It  is 
important  to  recall  at  the  beginning  of  the 
fourth  decade  of  the  20th  century,  the  United 
States  was  still  reeling  under  a great 
depression  and  the  mood  was  most  assuredly 
focused  on  domestic  problems  and  agendas. 
The  prevalent  foreign  policy  attitude  was  one 
of  isolation.  The  country  did  not  expect  and 
was  certainly  not  prepared  for  the  events  of 
December  7,  1941.  At  the  highest  levels  of 
government  there  perhaps  was  a feeling,  or 
knowledge,  of  inevitable  involvement  in  the 
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war  in  Europe,  but  even  these  elected 
officials  and  cabinet  members  seemed 
surprised  and  certainly  shocked  at  the 
bombing  of  Pearl  Harbor. 

This  composition  is  a result  of  research 
commenced  in  1988,  for  the  development  of  a 
series  of  monographs  under  the  general  title, 
“Delaware’s  Doctors  in  Military  Service 
Throughout  Two  Centuries.”  The  first  of 
these  monographs  will  cover  World  War  II, 
December  7,  1941  to  December  31,  1946.  The 
following  vignettes  have  been  abstracted  and 
edited  from  the  personal  accounts  of 
Delaware  physicians  who  served  in  World 
War  II  that  have  been  provided  for  the  first 
monograph.  These  accounts  may  be  some- 
what more  dramatic  than  the  experience  of 
most  physicians  in  World  War  II.  However, 
because  of  their  special  skills,  training, 
understanding  and  concern,  all  physicians 
who  served  contributed  immeasurably  to  the 
welfare  of  their  fellow  man.  In  time,  we  want 
to  tell  all  their  stories. 

In  Part  I we  travel  on  an  LST  on  D-Day, 
then  we  relate  the  actions  observed  and  the 
emotions  evoked  at  battalion  aid  stations. 
Next  we  travel  with  a Portable  Surgical 
Hospital,  and  from  there  to  a fixed  station 
hospital;  all  this  for  the  U.S.  Army.  A view  of 
a U.S.  Navy  physician  providing  care  to 
sailors  in  combat  follows.  The  Army  Air 
Corps  provides  a contrasting  look  from  both 
the  physician  and  the  air  crew  points  of  view. 
Lastly,  we  will  visit  with  soldiers  of  the  line 
who  later  became  Delaware  doctors. 

Detailed,  individual  pictorial  records  of 
World  War  II  are  difficult  to  obtain.  In  many 
instances  the  opportunity  never  presented 
itself,  in  others,  cameras  were  forbidden.  The 
majority  of  personal  photographs  were  taken 
by  contract  studios  that  visited  the  different 
military  bases.  Next  in  apparent  frequency 
were  formal  studios  near  military  bases  or 
operations.  “Snapshots”  taken  by  family 
members  while  the  serviceman  was  home  on 
leave  or  in  rarer  instances  on  visits  to  the 
serviceman’s  base  seem  to  rank  third  in 
frequency.  Most  difficult  of  all  to  find  are 
personal  photos  of  a service  member  during 
military  operations.  In  discussing  this 
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phenomenon  with  Harold  Sortman,  MD,  he 
noted  that  cameras  wereforbidden  in  the  1st 
Infantry  Division,  but  as  the  Division 
advanced  across  Europe  and  the  number  of 
German  prisoners  increased,  the  number  of 
available  cameras  dramatically  increased. 
Following  are  examples  of  each  of  these  types 
of  personal  photographs. 

The  battalion  aid  station  was  the  first 
point  of  contact  for  a wounded  or  ill  soldier  to 
be  evaluated  and  provided  care  by  a 
physician.  This  system  was  appropriate  for 
both  the  Army  and  the  Marine  Corps  and 
even  at  higher  echelons  similar  systems  were 
utilized.  Essential  to  the  combat  battalion 
aid  stations  was  maintaining  constant 
contact  with  the  combat  units  being  served. 
The  primary  functions  included  sorting 
(triage)  of  the  wounded,  rendering  first  aid  or 
supplementing  the  first  aid  already  given, 
and  initiating  an  appropriate  medical  record 
(in  addition  to  the  EMT  [Emergency  Medical 
Tagl).  Stabilization  and  treatment  of  shock 
were  usually  the  primary  efforts  of  the  aid 
station  in  preparation  of  the  casualty  for 
further  evacuation.  The  aid  station  was  not  a 
proper  place  for  the  initiation  of  the 
elaborate  treatment  of  surgical  cases. 

The  organization  of  the  battalion  aid 
station  usually  consisted  of  two  medical 
officers  and  varying  numbers  of  enlisted 
assistants  as  assigned.  In  general  the  two 
officers  (in  practice  it  was  most  frequently 
one)  managed  the  aid  station  with  five 
trained  aid  men  (“medics”).  Aid  men  were 
also  assigned  from  the  battalion  to  each 
company  and  varying  numbers  of  litter 
bearers  and  ambulances  were  assigned 
depending  on  the  situation.  In  his  book  Up 
Front10,  Bill  Mauldin,  the  Stars  and  Stripes 
newspaper  cartoonist,  provided  an  appropri- 
ate description  of  the  “medics”  that  provides 
an  insight  into  the  first  link  of  the  medical 
care  chain. 

“The  aid  man  is  the  dogfaces’s  family 
doctor,  and  he  is  regarded  as  an  authority  on 
every  minor  ailment  from  a blister  to  a cold  in 
the  head.  The  aid  man  usually  takes  this 
responsibility  quite  seriously.  He  lances  and 
patches  blisters  with  all  the  professional 
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pride  of  a brain  specialist  removing  a tumor. 
He  watches  over  his  boys  and  sees  that  their 
water  is  pure  or,  if  there  is  no  water,  he  looks 
at  the  wine  barrel.” 

“But  the  dogfaces’s  real  hero  is  the  litter 
bearer  and  aid  man  who  goes  into  combat 
situations  right  along  with  the  infantryman, 
shares  his  hardships  and  dangers,  and  isn’t 
able  to  fight  back.  When  the  infantryman  is 
down,  the  medic  must  get  up  and  help  him. 
That’s  not  pleasant  sometimes  when  there’s 
shooting.” 

“The  aid  men  and  litter  bearers  know 
that  their  work  is  often  far  more  important 
than  that  of  the  surgeon  at  the  operating 
table;  because  if  it  were  not  for  the  aid  man 
the  casualty  would  not  live  to  reach  the 
surgeon’s  table.” 

“Let’s  say  the  doggie  has  a shattered  leg 
and  is  lying  in  a shell  hole  out  in  front  of  his 
company,  which  is  pinned  down  by  machine- 
gun  fire.  He  [the  wounded  soldier]  uses  the 
bandage  from  his  first  aid  packet  to  make  a 


tourniquet,  and  he  takes  his  sulfa  pills,  but 
he  knows  if  he  lies  there  much  longer  he  will 
bleed  to  death.” 

“Nobody  is  going  to  blame  the  aid  man  if 
he  saves  his  own  neck  and  doesn’t  go  out 
after  a man  who  will  probably  die  anyway. 
But  the  medic  usually  goes.  If  the  Germans 
are  feeling  pretty  good,  they  might  lift  their 
fire  when  they  see  his  red-cross  armband. 

“Put  yourself  in  the  wounded  guy’s  shoes 
when  he  sees  the  medic  appear  over  him,  and 
his  pain  is  dulled  by  morphine,  his  bleeding  is 
stopped,  and  he  is  lifted  out  and  carried  back 
to  safety  and  good  surgery.  Sure,  he’s  going 
to  love  that  medic.  And  after  a few  dozen  men 
owe  their  lives  to  one  man,  that  little  pill 
roller  is  going  to  be  very  well  liked  indeed. 

“Sooner  or  later,  like  everybody  who 
works  around  the  infantry,  the  medic  is 
going  to  get  his.  Many  aid  men  have  been 
wounded  and  many  have  been  killed...”  Let 
us  begin  our  reflections  on  World  War  II  by 
returning  now  to  D-Day,  June  6,  1944. 


“Quit  beefin’  or  I’ll  send  ya  back  to  th’  infantry 

(14) 
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Charles  F.  Richards 


B-Philadelphia,  PA,  9-11-15.  BS,  Wesleyan  U, 
1938.  MD,  Jefferson  Med  Col,  1942.  Res: 
Pathology,  Del  Hosp,  42(6  mos);  Surgery,  Del 
Hosp,  42-43  and  46-47;  Surgery,  Roosevelt 
Hosp,  NY,  47-48.  EMS:  8-43.  Medical  Officer/ 
Surgeon,  97th  Div,  43;  Army  Collecting  Co,  2- 
44  to  5-44;  Atch  US  Navy,  5-44  to  7-44,  LST  47 
(D-Day  invasion  assignment);  1st  Aux  Surg  Gp 
(Gen  Surg  Team),  8-44  to  6-45;  Mason  Gen 
Hosp,  Islip,  NY,  8-45  to  3-46.  EAMCM  w/5  stars 
and  arrowhead,  ACM,  WWIIVM.  Capt.  SMS:  3- 
3-46.  General  Surgery  Practice,  Wilm,  DE, 
1948  to  1984. 

A review  of  the  World  War  II  service  of 
Captain  Charles  F.  Richards  reveals  a 
variety  of  experiences  and  travels  that  in 
retrospect,  50  years  later,  seem  incompre- 
hensible. Routine  assignments  included 
service  with  the  97th  Infantry  Division  in 
maneuvers  in  Texas,  and  service  as  the  Chief 
of  Surgery  at  a hospital  in  the  United  States. 
Exciting  and  unpredictable  assignments 
included  attachment  to  the  Navy,  and 
providing  general  surgical  care  in  direct 
support  of  combat  operations  for  both  the 
First  and  Third  Armies. 

On  his  arrival  in  England,  Captain 
Richards  was  initially  assigned  to  an  Army 
Collecting  Company.  This  assignment  ap- 
peared to  Dr.  Richards  to  be  less  challenging 
to  his  surgical  skills  and  nonmedical  in  the 
sense  that  it  was  primarily  an  ambulance 
unit.  A Collecting  Company  was  assigned  to 
pick  up  casualties  from  battalion  aid 
stations,  provide  immediate  supportive  care 
(plasma,  morphine,  sulfa,  bandaging,  splint- 
ing) and  transport  them  by  ambulance  to  a 
Clearing  Company.  At  the  Clearing  Com- 
pany, additional  triage  and  supportive  care 
was  provided  to  the  casualties  before  they 
were  further  transported  either  to  a Mobile 
Army  Surgical  Hospital  (MASH)  for  the  more 
severely  wounded  or  an  Evacuation  Hospital 
for  those  who  had  been  stabilized. 

While  considering  some  way  to  be 
transferred  and  assigned  to  a hospital  unit, 
Captain  Richards  was  attached  to  the  Navy 


for  D-Day  opera- 
tions and  was  as- 
signed to  LST  47 
(Landing  Ship 
Tank).  The  LST  was 
equipped  with  a 
fairly  complete  op- 
erating room  and 
appropriate  support 
corpsmen.  For  the 
D-Day  operation, 
after  delivering  the 
combat  personnel 
and  cargo  to  the 
beaches,  the  LST 
would  be  capable  of 
evacuating  400  to  500  patients.  In  addition 
the  LST  had  the  capability  of  performing 
emergency  treatment  and  life-saving  sur- 
gery either  at  the  beachhead  site  or  in 
transport.  In  viewing  his  circumstances  on 
the  LST  and  the  mission  to  be  accomplished, 
Dr.  Richards  was  not  sure  that  this  was 
exactly  the  different  assignment  he  was 
seeking.  When  he  discovered  that  his  LST 
and  only  four  other  ships  were  to  be  on 
station  one  mile  off  the  invasion  beaches 
three  hours  before  H-Hour  [the  designated 
time  for  the  invasion  to  beginl,  he  was  almost 
certain  that  this  was  not  the  assignment  he 
had  been  seeking. 

Based  on  the  initially  planned  invasion 
date  of  June  5th,  LST  47  and  the  four  other 
ships,  escorted  by  two  mine  sweepers,  sailed 
from  Dartmouth  harbor  under  cover  of 
darkness  for  the  Utah  beach  landing  site. 
The  weather  was  horrendous,  with  rain  and 
high  seas.  After  they  had  been  underway  for 
several  hours  they  were  notified  the  invasion 
had  been  postponed  until  June  6th.  The  ships 
literally  sailed  in  circles  for  the  next  24 
hours,  but  were  on  station  as  assigned  on 
June  6th.  In  the  preaction  briefings  it  was 
stressed  to  all  on  board  that  the  success  of 
their  mission  depended  on  the  early  silencing 
of  the  German  radar  as  the  German  coastal 
guns  were  a distinct  threat  to  their  mission. 
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Military  police  stand  guard  as  German  prisoners  disembark  in  En- 
gland shortly  after  D-Day  from  LST  47  on  which  Captain  Richards  was 
serving. 


Their  primary  mis- 
sion was  to  deliver 
teams  of  Seabees 
(teams  now  known 
as  SEALS  [Sea,  Air, 

Land  Commandos]), 
in  small  rubber  boats 
to  the  invasion 
beaches  to  clear 
away  sea  and  beach 
obstacles.  In  addi- 
tion, when  so  or- 
dered at  an  appro- 
priate time,  they 
were  to  land  on  the 
beach,  discharge  the 
troops  and  equip- 
ment of  an  anti- 
aircraft battalion 
and  be  prepared  to 
accept  casualties  for 
immediate  care  un- 
til the  field  medical 
units  could  establish  appropriate  facilities  on 
shore.  Lastly,  they  were  to  be  prepared  to 
evacuate  casualties  back  to  England. 

The  invasion  went  extremely  well  on 
Utah  beach.  LST  47  had  a grandstand  seat  to 
probably  the  greatest  single  event  of  World 
War  II.  Dr.  Richards  along  with  all  the  others 
on  board  witnessed  first  hand  the  saturation 
bombing  from  high-  and  low-flying  bombers, 
close  air  support  by  fighter  aircraft,  shelling 
from  off-shore  cruisers,  destroyers  and 
special  rocket  firing  ships,  and  the  actual 
landings  of  the  invasion  troops. 

LST  47  landed  on  D+l  as  planned  and 
discharged  its  troops  and  cargo.  Because  of 
the  success  of  the  landings  on  Utah  beach, 
the  on-shore  medical  facilities  had  been 
established.  The  mission  changed  for  LST  47. 
The  ship  was  loaded  with  1,000  German 
prisoners  to  be  transported  to  England.  The 
medical  personnel  on  board  were  to  provide 
any  needed  medical  care  to  these  prisoners. 
Dr.  Richards  performed  several  wound 
debridements,  abdominal  operations  and  a 
few  amputations  for  this  group  of  prisoners 
who  were  on  board  the  ship  for  three  days. 
The  prisoners  were  delivered  to  South- 


hampton, England.  During  the  next  19  days 
five  round  trips  were  made  carrying  tanks, 
artillery  and  vehicles  to  the  beaches  and 
returning  unneeded  equipment  back  to 
England.  On  the  second  return  trip,  500 
Allied  casualties  were  evacuated  to  England 
for  further  hospitalization. 

After  this  most  “interesting”  duty, 
Captain  Richards  was  released  by  the  Navy 
and  reported  to  Southern  Base  Headquarters 
to  request 
his  reas- 
signmentto 
a hospital 
unit. 

His  re- 
quest was 
grantedand 
he  was  as- 
signed to 
the  1st  Aux- 
iliary Sur- 
gicalGroup. 

ThisSurgi- 
(d  Group 
consisted  of 
80  surgical 
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teams.  Each  team  was  made  up  of  a chief 
surgeon,  an  assistant  surgeon,  a physician 
anesthesiologist,  a nurse  and  two  male 
surgical  technicians  who  scrubbed  on  all 
procedures.  Each  team  had  its  own  transpor- 
tation and  equipment.  The  teams  were 
assigned  on  an  as-needed  basis  to  MASH 
hospitals  that  provided  all  other  support, 
such  as  X-ray  and  laboratory  services,  blood 
and  established  the  wards  for  the  post- 
operative care.  In  addition  the  hospital  unit 
also  supplied  the  power  generators,  food 
service  and  other  administrative  and  logisti- 
cal support.  These  hospitals  were  truly 
mobile  and  moved  forward  with  the 
advancing  troops.  They  consisted  of  three 
identical  platoons.  On  any  given  day  one 
platoon  would  be  at  a previously  established 
site  completing  the  care  of  treated  casualties 
and  evacuating  them  back  to  evacuation 
hospitals  or  general  hospitals.  Another 
platoon  would  be  actively  engaged  in  the 
immediate  care  of  casualties  at  a more 
forward  site  and  the  third  platoon  would  be 
moving  forward  just  behind  the  combat 
troops  to  reconnoiter  the  next  forward  site. 
In  practice,  the  Surgical  Hospital  located  as 
close  to  the  Division  Clearing  Company  as 
possible.  The  attached  surgical  teams 
operated  in  the  same  manner. 

Captain  Richards  was  an  assistant 
surgeon  of  a general  surgery  team.  In  this 
role  he  performed  well  over  300  operations. 
He  operated  in  tents  as  well  as  in  buildings 
such  as  school  houses,  hotels,  city  halls  and 
the  like  if  such  an  intact  building  could  be 
found.  This  care  was  rendered  very  near  the 
front  lines.  Many  times  the  friendly  artillery 
was  behind  the  hospital  and  on  occasions 
there  was  continuous  firing  while  the 
surgery  was  being  performed  while  the  shells 
could  be  heard  going  over  the  hospital. 

The  types  of  surgery  most  often 
performed  were  traumatic  wounds  of  the 
abdomen,  chest  and  extremities.  These 
wounds  were  caused  in  many  different  ways 
such  as  gun  shot,  shrapnel  and  exploding 
personnel  mines.  There  was  also  trauma 
from  different  types  of  motor  vehicle  mishaps, 
with  head  injuries,  burns  andfractures  as  well 
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as  trauma  when  a vehicle  would  hit  a mine.  A 
great  number  amputations  were  performed 
on  both  civilian  and  army  personnel  injured 
from  buried  mines. 

The  sequence  of  events  for  wounded 
soldiers  was  admission  to  the  Shock  Tent, 
where  they  were  treated  with  blood  (all  blood 
was  0-),  IVs,  appropriate  sedatives  (usually 
morphine)  and  assessment  as  to  the  severity 
of  their  wounds.  Appropriate  X-rays  were 
performed.  The  patient  was  then  brought  to 
the  operating  room.  The  operating  tables 
were  canvas  stretchers  supported  by  wooden 
horses.  There  were  three  operations  going  on 
in  the  operating  room  simultaneously.  There 
were  no  true  sterile  conditions  per  se,  dust 
occasionally  flew  across  the  stretchers,  but 
little  mind  was  paid  to  this  circumstance 
since  the  wounds  were  already  contaminated 
with  shell  fragments,  clothing  and  dirt. 
Patients  with  severe  hemorrhage  went 
directly  to  the  operating  room.  Frequently  in 
thoraco-abdominal  wounds  it  was  necessary 
to  debride  the  lung  and  stop  the  bleeding, 
perform  a splenectomy,  nephrectomy,  repair 
the  stomach,  close  perforations  in  the  small 
bowel  and  perform  a colostomy  all  at  the 
same  time.  The  mortality  rate  in  these 
circumstances  appeared  to  be  about  25 
percent.  That  mortality  rate  took  a lot  of 
getting  used  to  by  all  the  medical  personnel, 
especially  the  surgeons. 

The  last  patient  operated  on  by  Dr. 
Richards  was  just  two  hours  before  the 
cessation  of  hostilities.  He  was  a young 
soldier  who  was  disarming  an  artillery  shell 
that  had  been  booby-trapped;  it  exploded.  All 
four  extremities  were  gone.  The  major 
bleeding  was  stopped  but  this  soldier  died 
three  days  later  from  petechial  hemorrhage 
of  the  brain  and  lungs. 

Captain  Richards  has  no  accurate  record 
of  which  units  were  supported,  their  exact 
locations  or  for  what  periods  of  time,  as  his 
team  was  always  on  the  move,  sometimes 
with  units  of  First  Army  and  sometimes  with 
units  of  Third  Army.  In  addition  to  their 
surgical  duties  the  team  had  many  opportu- 
nities to  see  the  results  of  the  war  both  in 
material  destruction  and  in  human  devasta- 


te/ Med  Jrl,  June  1994,  Vol  66  No  6 


Special  Article 


tion.  The  team  witnessed  first  hand  the 
horrors  of  the  Dachau  Concentration  Camp 
shortly  after  its  liberation. 

Another  more  positive  opportunity  oc- 
curred when  one  of  the  hospitals  was  visited 
by  the  even  then  legendary  General  George 
Patton,  who  awarded  medals  to  patients  from 
the  42nd  Infantry  Division  who  were  being 
cared  for  by  Dr.  Richards’  team.  When  the 
war  ended  the  surgical  team  was  in 
Oberamergau,  in  the  German  Alps.  With  the 
war  over,  the  need  for  general  surgery 
decreased  precipitously  which  permitted  some 
sightseeing  and  other  “activities.”  One  memo- 
rable “activity”  was  the  discovery  of  more  than 
700  bottles  of  liquor  in  a German  P.X.,  just  the 
day  before  V.E.  Day.  In  order  to  transport  this 
“booze,”  the  team  had  to  unload  all  its  medical 
equipment.  The  party  is  reported  to  have 
lasted  several  days.  Eventually  the  team  had  to 
recall  exactly  where  they  left  all  the  equipment 
and  retrieve  it. 


Dr.  Richards  was  able  to  visit  the  bombed 
out  mountain  retreat  of  Adolph  Hitler  and 
the  Passion  Theater  in  Oberamergau.  In 
addition,  Capt.  Richard’s  team  was  able  to 
visit  a jet  airplane  factory  built  inside  a 
mountain  which  had  been  discovered  by 
advancing  American  troops.  Lastly,  the  team 
came  across  “Willy”  Messerschmidt’s  “block- 
long”  Mercedes.  They  were  able  to  jump  the 
ignition  and  drove  it  around  for  several  days. 
However,  in  anticipation  of  the  inevitable, 
the  team  presented  this  car  to  the 
Commanding  General  of  the  45th  Infantry 
Division. 

In  August  1945,  Dr.  Richards  returned  to 
the  United  States  in  anticipation  of  service  in 
the  Pacific  Theater,  but  after  V-J  Day  that 
same  month,  he  was  assigned  as  Chief  of 
Surgery,  Mason  General  Hospital,  Islip, 
Long  Island,  and  was  subsequently  sepa- 
rated from  the  service  from  that  assignment 
in  March  1946. 


Harold  P 

B-Wilm,  Del,  5-22-10.  BS,  UDel,  1932.  MD, 
Jefferson,  1936.  Int,  Del  Hosp,  Wilm,  Del  and 
Beebe  Hosp,  Lewes,  Del.  EMS,  6-20-42.  Inf  Bn 
Surg,  95  Inf  Regt,  6-42  to  12-42;  Inf  Bn  Surg,  18 
Inf  Regt,  1st  Inf  Div,  1-  43  to  7-45.  SS,  BSM,  PH, 
ACM,  EAMCM  w/  7 stars  and  arrowhead, 
WWIIVM,  PUC,  CMB.  Capt.  SMS,  10-31-45. 
Family  Practice  of  Medicine,  Wilm,  Del;  1939- 
1942,  1945-1990. 

The  18th  Infantry  Regiment  was  organized 
as  part  of  the  Regular  Army  in  May  186 1.  It  has 
maintained  an  outstanding  combat  record, 
credited  with  eight  campaigns  in  the  Civil  War, 
four  in  the  Indian  Wars,  four  in  the  War  with 
Spain  and  the  Philippine  Insurrection  and 
seven  in  World  War  I.  Therefore  it  is  not 
surprising  that  it  played  a key  role  in  many 
important  campaigns  in  the  European  Theater 
in  World  War  II. 

As  part  of  the  First  Division  (The  Big  Red 
One),  the  18th  was  part  of  the  Center  Task 
Force  that  successfully  invaded  North  Africa  in 
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early  November  1942.  In  the  second  major 
phase  of  the  operations  in  North  Africa,  the 
capture  of  Tunisia,  First  Lieutenant  Harold  P. 
Sortman  joined  the  18th  Regiment  as  a 
battalion  surgeon  in  February  1943.  Combat 
action  was  variable  in  the  area  of  the  18th,  but 
increased  in  intensity  by  mid-March  when 
soldiers  of  the  18th  Regiment  attacked  El 
Guettar.  A major  night  counterattack  by  the 
German  10th  Panzer  Division  required  a hasty 
withdrawal  under  fire;  however,  no  casualties 
were  sustained  by  the  18th.  As  part  of  the  First 
Division,  the  18th  contributed  successfully  as 
part  of  the  main  attack  in  the  final  drive  to 
liberate  North  Africa. 

The  next  offensive  effort  in  this  theater  by 
the  Allies,  and  therefore  for  Dr.  Sortman,  was 
the  invasion  of  Sicily,  on  July  10,  1943.  Major 
elements  of  the  First  Division  were  in  the 
initial  assault  in  the  vicinity  of  Gela,  but  the 
18th  Infantry,  along  with  the  Second  Armored 
Division,  remained  afloat  and  in  reserve,  ready 
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to  support  the 
landing  any- 
where along 
the  south- 
western coast 
of  Sicily.  The 
invasion  was 
a rousing  suc- 
cess in  all  ar- 
eas, and  in 
the  early 
evening  on 
this  first  day 
the  reserve 
was  pat 
ashore  also  in 
the  Gela  area. 
Their  reserve 
status  was 
short  lived  as 
the  enemy 
began  major 
counterattacks  against  the  First  Division,  and 
the  18th  Infantry  was  committed  into  the  fray. 
In  action  on  July  12,  Dr.  Sortman  was  cited  for 
gallantry  in  action  and  awarded  the  Silver 
Star: 

“For  gallantry  in  action  in  the  vicinity 
of  Lupo,  Sicily,  July  12,  1943,  Captain 
Sortman  [he  was  still  a First  Lieutenant  at 
the  time  of  the  action,  but  the  citation 
followed  months  later]  with  complete 
disregard  for  intense  enemy  artillery  fire, 
left  a sheltered  area  position  and  entered 
an  area  under  bombardment  so  that  he 
might  better  aid  the  wounded  and 
supervise  their  evacuation.  His  noble  and 
unselfish  action  reduced  suffering  and 
saved  the  lives  of  a number  of  men.” 


In  a letter  home  concerning  this 
engagement,  Dr.  Sortman  wrote,  “All  hell 
broke  loose  and  the  fighting  was  terrific.” 
The  Sicilian  campaign  formally  ended 
August  17,  1943,  38  days  after  the  initial 
invasion.11  In  September,  Dr.  Sortman  was 
promoted  to  Captain. 

By  the  end  of  1943,  the  final  decision  as  to 
the  invasion  of  France  had  been  made  and 
four  divisions  that  had  participated  in  the 


Sicilian 
campaign, 
including  the 
First  Infan- 
try Division, 
were  in  the 
United  King- 
dom. In  Janu- 
ary 1944, 

General 
Eisenhower 
returned  from 
the  Mediter- 
ranean The- 
ater and  re- 
sumed com- 
mand over  the 
entire  Euro- 
pean Theater 
of  Operations 
and  his  duties 
as  Supreme 
Commander.  Planning  for  the  invasion  of 
France  had  continued  during  his  absence  in 
North  Africa  and  Sicily,  but  his  return 
energized  the  plan’s  completion.  By  April 
1944,  all  the  units  that  were  to  invade  France 
were  holding  extensive  maneuvers  along  the 
southern  coast  of  England. 

The  First  Infantry  Division  was  selected 
as  the  primary  assault  force  to  land  at  H- 
Hour  on  D-Day,  on  Omaha  Beach,  one  of  five 
assault  beaches.  The  initial  assault  force  was 
the  116th  and  16th  Infantry  Regiments,  with 
the  18th  as  immediate  follow  up.  It  was  on 
Omaha  Beach  where  the  most  resistance  was 
encountered.  The  underwater  and  beach 
obstacles  and  the  terrain,  in  addition  to  the 
well-fortified  positions  and  unfavorable 
weather  created  what  to  some  seemed  an 
impossible  situation  for  success.  Compound- 
ing these  unpredictable  conditions  were 
numerous  mislandings,  where  the  wrong 
units  went  ashore  in  the  wrong  places. 
Enemy  artillery,  mortar  and  small  arms  fire 
were  devastating  on  Omaha  Beach  through- 
out the  day. 

Around  noon  Captain  Sortman  landed  on 
Omaha  Beach  into  this  most  unfriendly 
environment.  During  the  action  he  received 
a shrapnel  wound  of  his  right  hand,  but 
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continued  his  duties  with  the  Regiment.  His 
comment  about  his  landing  that  day  was 
succinctly  stated,  “very  scary.”  For  his 
actions  that  day,  in  addition  to  a Purple 
Heart,  he  was  awarded  a Bronze  Star  Medal. 

In  spite  of  the  almost  insurmountable 
problems,  by  virtue  of  personal  courage, 
initiative  and  leadership,  from  private  to 
general,  Omaha  beach  was  secured  and  the 
overall  invasion  successful.12 

Continuing  its  advance  toward  Germany, 
the  18th  Infantry  participated  in  continuous 
combat.  After  entering  Germany  the  resis- 
tance significantly  increased.  The  18th 
Regiment  actively  participated  in  action 
from  October  13  to  21,  1944,  capturing 
Aachen,  the  first  German  city  to  fall  to  the 
Allies.  The  house-to-house  fighting  was 
fierce.  The  bombing,  artillery  and  mortar  fire 
in  this  effort  caused  Dr.  Sortman  to  state, 
“There  was  complete  destruction  of  this 
city.”13 

Historians  generally  agree  that  the 
German  offensive  in  the  Ardennes,  the 
Battle  of  the  Bulge,  lasted  from  December  16, 


1944  to  January  16,  1945.  Descriptions  of 
this  German  counteroffensive  have  been 
reiterated  in  many  publications.  In  each,  the 
effect  of  the  weather  in  the  assault  phase  has 
always  maintained  a preemptive  position  to 
the  battle  itself.  The  18th  Infantry  was  in  a 
supportive  role  on  the  northern  shoulder  of 
the  German  salient.  Captain  Sortman  vividly 
remembers  the  snow,  the  bitter  cold  and  the 
resultant  “trench  foot”  that  incapacitated 
large  numbers  of  soldiers,  all  adding  to  the 
stress  of  combat. 

The  allied  forces  renewed  their  attacks  in 
January  1945  and  at  the  same  time,  January 
12,  1945,  the  Russians  launched  their 

offensive  from  the  east.  Though  the  ultimate 
outcome  of  the  war  in  Europe  was  sealed  by 
the  allies  some  months  before,  this  was  the 
beginning  of  the  end.  The  unconditional 
surrender  of  German  forces  was  effective 
May  9,  1945. 

Captain  Sortman  remained  with  the  18th 
Infantry  Regiment  until  he  returned  to  the 
United  States  in  July  1945  and  was 
Honorably  Discharged  in  October  1945. 


Richard  J.  Ackart 


B-Wilm,  DE,  3-24-15.  BA,  Wesleyan  U,  1937.  MD, 
U Rochester,  1942.  MS,  Columbia,  1948.  Int:  U 
Virginia  Hosp,  42-43.  Res:  Hosp  Admin,  Johns 
Hopkins  Hosp,  47-48;  Pathology,  NC  Baptist  Hosp, 
Bowman  Gray,  66-70. EMS:  8-13-43.  Gen  Med.  38 
Inf,  2d  Inf  Div,  1 2-43  to  7-  45.  BSM  w/3  OLC,  PH  w/ 
1 OLC,  ACM,  EAMCM  w/5  stars,  WWIIVM,  PUC, 
CMB.  French  Croix  de  Guerre  w/  Silver  Star.  Capt. 
SMS:  12-9-45.  Asst  Dir,  Johns  Hopkins  Hosp,  48- 
SI  ; Dir,  U of  Virginia  Hosp,  51-53;  Exec  Dir,  BC/BS 
of  Virginia,  53-61 ; Asst  Dir,  AHA,  61-66;  Practice  of 
Pathology,  Cape  Fear  Mem  Hosp,  Wilm,  NC,  71  - 
83.  D-Greenville,  DE,  2- 18-86. 

Captain  Richard  J.  Ackart  spent  his  full 
overseas  service  in  the  38th  Infantry  Regiment 
of  the  2nd  Infantry  Division.  His  letters  quoted 
on  the  following  pages  give  deep  insight  and 
meaning  to  the  role  of  the  “front  line”  battalion 
surgeon  of  World  War  II.  His  descriptions  of 


the  morale  of 
medical  officers 
is  often  over- 
looked and  more 
frequently  unher- 
alded. Their  be- 
liefs and  their 
performance  of 
their  duties,  as 
was  specifically 
the  case  with  Dr. 

Ackart,  was  dem- 
onstrated in  the 
awards  they 
earned.  For  Dr.  Ackart,  his  outstanding  and 
unselfish  devotion  to  duty  is  shown  by  four 
Bronze  Star  Medals.  On  August  25,  1944,  he 
was  awarded  his  first  Bronze  Star  near  Brest, 
France,  while  operating  his  forward  collecting 


Captain  Richard  J.  Ackart 
1945 
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aid  station.  An  infantry  company  was  deployed 
for  an  attack  upon  the  enemy  just  a few  hundred 
yards  from  the  aid  station.  Unexpectedly,  a 
continuous  barrage  of  artillery  fire  plus  heavy 
machine  gun  fire  fell  in  this  company’s  sector, 
resulting  in  30  immediate  casualties.  Then 
Lieutenant  Ackart,  under  this  intense  fire, 
moved  to  this  company’s  area  and  provided 
appropriate  aid  to  25  wounded  men  without 
concern  for  his  own  safety.  The  First  Oak  Leaf 
Cluster  for  his  Bronze  Star  was  generated  by 
his  actions  on  September  7,  1944,  when  again 
without  regard  for  his  personal  safety  he 
knowingly  exposed  himself  to  intense  artillery 
fire  to  administer  aid  to  the  wounded. 

The  Second  and  Third  Oak  Leaf  Clusters 
were  awarded  for  actions  on  February  8 and 
February  9,  1945.  Company  E,  38th  Infantry, 
was  fighting  on  the  eastern  outskirts  of  a town 
and  suffering  many  casualties  from  machine 
gun  and  small  arms  fire.  While  he  was  working 
in  the  aid  station,  several  men  came  and  told 
now  Captain  Ackart  that  litter  bearers  were 
desperately  needed  in  Company  E’s  sector.  It 
was  impossible  to  send  out  any  more  litter 
bearers  because  they  were  all  committed.  Dr. 
Ackart,  with  one  of  his  enlisted  personnel,  took 
a litter  and  went  to  Company  E.  He  was 
stopped  by  the  E Company  commander  and 
told  not  to  go  any  further  forward  because  of 
the  intense  enemy  fire.  Disregarding  this 


Captain  Richard  J.  Ackart  receives  the  Bronze 
Star  Medal  from  Major  General  William  M. 
Robertson,  Commander  2nd  Infantry  Division, 
Germany  1944. 

advice,  Captain  Ackart  and  his  assistant  went 
forward,  creeping  and  crawling  to  a point  less 
than  100  yards  from  the  enemy  tank’s  machine 
gun  fire  and  evacuated  the  wounded.  A similar 
episode  occurred  the  next  day  during  an 
action  of  holding  back  a German  counterattack 
in  Belgium  where,  despite  murderous  fire 
about  him,  Captain  Ackart  and  his  aid  man 
evacuated  a mortally  wounded  officer. 

Now,  in  his  own  words,  these  were  the 
thoughts  of  a battalion  surgeon: 


9 September  1944  Saturday  night 
Anne: 

This  letter  or  note  as  it  may  turn  out,  is  being  scribbled  off  under  peculiar,  and  rather  adverse 
circumstances.  We  are  ‘buttoned  up”  for  the  night,  and  in  place  of  a fox-hole  I have  found  this  remnant 
of  a stable  that  I can  blackout  with  blankets  sufficiently  well  to  permit  the  one  candle  power  light  of 
which  I can  boast!  Jerry  got  mad  at  us  for  our  advance  today  and  is  venting  his  spleen  by  throwing 
everything  he  has,  including  the  kitchen  stove,  at  us.  The  noise  of  bursting  shells  is  terrific,  but  the 
damage  they  cause  is  negligible  when  the  outfit  is  dug  in  well  as  it  is  tonight. 

My  job  is  running  the  forward  collecting  point  and  being  in  charge  of  the  evacuation  of  casualties 
from  the  field  back  to  the  Aid  Station.  I have  a jeep  rigged  to  carry  three  litters  and  all  the  first-aid 
materials,  plasma,  blankets,  etc.,  that  I want.  With  me  practically  all  the  time  are  my  jeep  driver 
(Ritter),  a Staff  Sergeant  who  is  my  professional  right-hand  man  (Gilbert),  and  a Sergeant  who  is  my 
tactical  right-hand  man  (Jeffreys).  The  three  of  them  are  from  Texas,  better  men  I couldn’t  hope  to  work 
with,  for  they  know  their  work  well  and  will  follow  me  anywhere.  Each  company  has  a Sergeant  of  mine 
with  it  to  more  or  less  “boss”  the  medical  activities  of  that  one  company,  being  over  the  Aid  Men  and  as 
many  four-man  litter  squads  as  I consider  the  tactical  situation  warrants. 

As  an  advance  progresses,  Jeffreys  and  I keep  running  from  the  Collecting  Point  up  to  the 
Companies  to  determine  their  exact  location,  find  out  about  the  lay  of  the  land,  roads,  paths,  etc.,  and 
find  new  locations  for  the  Collecting  Point.  This  Collecting  Point  is  where  we  keep  the  jeep  and  where 
Gilbert  sets  up  to  do  his  first  aid  work;  we  try  to  keep  up  right  behind  the  attacking  Companies,  centrally 
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located  between  them.  Often  we  have  it  arranged  so  that  the  jeep  can  run  right  up  to  one  or  more  of 
the  Companies  “on  call”  from  the  Company  that  had  the  casualty.  It  is  my  belief  that  rapid  evacuation 
from  the  field  is  the  prime  function  of  us  Medics;  stopping  bleeding  is  all  that  is  necessary 
professionally  in  most  cases.  We  have  given  morphine  and  bandaged  all  wounds  in  most  cases,  but 
we  have  seldom  put  on  splints  or  given  plasma  in  the  field.  Getting  to  the  side  of  a wounded  man 
practically  as  soon  as  he  falls  and  then  getting  him  off  the  field,  away  from  the  noise  of  battle,  quickly 
is  more  important  in  most  cases  than  fancy  first-aid  work.  The  morale  of  the  wounded  man  (and  his 
peace  of  mind)  and  of  the  men  about  him  is  enhanced,  and  there  are  mighty  few  wounds  that  are  all 
the  worse  for  the  short  delay  before  thorough  treatment  encountered  in  sending  the  man  back  to 
relative  peace  and  quiet  of  the  Aid  Station. 

Thus,  a man  falls,  the  Company  Aid  Man  runs  to  him  to  put  on  a dressing,  the  Platoon  leader  calls 
up  the  litter  bearers  and  directs  them,  then  notifies  the  Collecting  Point,  the  Collecting  Point  sends 
the  jeep  up  to  a previously  designated  spot  as  far  forward  as  possible  to  meet  the  litter  bearers  and 
take  the  patient  from  there.  On  the  way  back  the  jeep  pauses  at  the  Collecting  Point  to  have  Sgt. 
Gilbert  check  over  the  patient,  give  him  morphine,  and  make  sure  the  latter  is  fit  for  further 
transport.  Then  off  goes  the  jeep  to  the  Aid  Station  where  Capt.  Mayfield  is  (about  one  to  two  miles 
back),  arriving  there  about  20  minutes  after  the  man  has  been  hit  (high  estimate).  The  sergeants  with 
the  companies  make  sure  everything  runs  smoothly  from  that  end,  and  Sgt.  Jeffreys  and  I make  sure 
that  things  run  smoothly  from  the  Collecting  Point  end.  Of  course,  the  above  recital  sounds  as  though 
it  all  would  work  like  clock-work,  but  a battle  can  produce  a lot  of  extraneous  circumstances  that 
alter  the  routine.  Nonetheless,  the  high  estimate  of  20  minutes  evacuation  time  holds  true. 

The  speed  of  our  evacuation  is  the  best  in  the  Division  and  we  have  been  complimented  on  it  by 
the  Division  Surgeon  and  by  the  General  himself.  I am  the  only  Medical  Officer  in  the  Division  who 
operates  such  a Collecting  Point.  The  other  Battalion  Collecting  Points  are  further  back  and  are  run 
by  enlisted  men.  That  is  certainly  not  a boast,  for  I feel  anything  but  boastful  about  the  things  I am 
doing;  I do  so  very  little  compared  to  G.I.  Joe.  But  the  fact  that  I am  up  there  has  gained  for  me  a 
satisfactory  reputation  in  the  Division. 

I feel  the  “up  there”  is  where  I belong  — not  as  a doctor  exactly  but  as  a Medical  Officer.  There 
is  so  much  more  for  a Medical  Officer  to  do  than  just  the  first-aid  to  which  he  is  limited  by  time  and 
equipment.  Seeing  a “Doc”  nearby  is  the  biggest  morale  factor  there  is  for  a man  under  enemy  fire. 
Travelling  up  to  the  Companies  as  I must  do  to  keep  in  contact  with  them  and  to  find  routes  of 
evacuation,  I have  been  lucky  enough  to  be  on  the  spot  when  the  man  is  hit  and  so  be  able  to  do  the 
first-aid  on  him  myself;  those  instances  have  really  helped  the  morale  of  the  nearby  troops,  and  a 
couple  of  times  my  medical  training  — a bit  more  than  that  of  an  Aid  Man  — has  enabled  a boy  to  live, 
a boy  that  otherwise  would  have  died. 

It  is  a truly  wonderful  job  we  have,  the  most  important  job  we’ll  ever  have.  These  boys  and  young 
men  were  just  innocently  pulled  into  a war  they  know  nothing  about.  They  don’t  know  why  they  are 
fighting — except  to  get  home.  They’re  scared  and  they  get  hurt  and  they  die.  You  and  I,  darling,  are 
right  there  with  them,  cheering  them,  helping  them.  Pray  God  He  remains  with  us. 

Goodnight,  Sweetheart 
Dick 


Another  letter  home,  later: 


9 January  1945 
Dear  Dad: 

Your  letter  of  December  22nd  hints  that  I may  have  been  busy  during  the  week  Dec.  15th-22nd; 
to  say  that  I was  busy  is  a masterpiece  of  understatement.  Enough  time  has  elapsed  that  I might  tell 
you  a bit  about  it  all.  When  the  Krauts  started  their  push  we  were  attacking  successfully  in  a sector 
about  thirty  miles  from  Buchet,  and  we  were  stuck  out  like  a sore  thumb  with  our  flanks  unprotected 
and  being  in  real  danger  of  having  the  Germans  encircle  us.  We  had  to  withdraw  and  did  so 
successfully,  though  the  Jerries  were  on  three  sides  of  us  trying  their  damdest  to  cut  us  off.  We  got 
out  every  single  casualty.  Our  first  defensive  position  was  in  a town  that  was  a bit  too  big  for  a solid 
perimeter  defense  by  our  unit.  Consequently,  Jerry  patrols  and  tanks  could  infiltrate  into  the  town 
and  roam  around  until  they  were  neutralized.  You  can  well  imagine  we  had  experiences  galore;  if 
taking  an  Aid  Station  out  the  back  door  as  the  Jerries  came  in  the  front  can  be  classified  as  being 
busy,  I don’t  care  for  the  business. 
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There  were  many  fine  examples  of  heroism  in  that  town  — one  of  my  Medics  is  being  recommended 
for  the  Congressional  Medal  of  Honor  — and  we  held.  But  some  outfit  on  our  flank,  fresh  from  the 
States,  pulled  back,  and  so  we  had  to,  too.  We’re  holding  now,  having  travelled  back  about  seven  miles 
in  all.  I don’t  know  how  we  would  have  made  out  if  outfits  on  our  flanks  hadn’t  caved  in,  but  every  inch 
we  gave  up  was  given  up  only  because  we  had  to  keep  the  line  straight  and  not  because  Jerry  was 
throwing  the  kitchen  stove  at  us.  As  it  was  every  inch  cost  some  Jerry  his  life;  I’ll  never  forget  one 
contested  field  on  which  dead  Krauts  were  piled  up  like  cord  wood.  To  you  that  may  sound  horrible,  to 
me  it  was  high  unto  beautiful.  A lot  was  happening  to  make  me  mad  those  days. 

On  one  occasion  circumstances  found  me  behind  the  German  lines,  and  my  experiences  getting 
back  would  have  made  a good  movie.  Being  a Medic  was  making  no  difference  to  the  Krauts,  and  I had 
to  dust  off  [struck  and  knocked  outjone  of  them  who  was  fixing  to  ventilate  my  midriff  with  a machine 
pistol.  I sincerely  thank  God  that  I had  to  move  fast,  else  — I believe  now  — I would  have  killed  the 
bastard,  and  I would  have  done  so  at  “short  range”  with  him  unconscious  — it  would  not  have  been 
pleasant  to  remember. 

In  the  melee  I had  some  other  close  ones,  such  as  turning  a corner  of  a street  and  actually  bumping 
into  a Tiger  Tank  and  since  then  I have  done  some  philosophizing  about  fear.  Seeing  a man  full  of  fear 
— not  just  scared  — is  worse  than  seeing  him  cut  to  ribbons.  We  all  get  scared  once  in  a while,  but  fear 
is  a disease  that  gets  (fortunately)  but  few  of  us.  I’m  sure  it  was  because  I had  but  little  time  to  think, 
but  darned  if  I didn’t  even  fail  to  feel  scared  when  I was  over  in  Jerry-land.  I was  exhilarated,  feeling 
excited,  and  actually  having  fun  and  enjoyment  from  the  thrill  of  danger  and  the  challenge  of  an 
intricate  situation.  Since  then  I have  been  scared,  scared  by  the  sight  of  a slowly  approaching  but 
inevitable  artillery  barrage  coming  my  way.  Once  it  surrounded  me  I could  fall  back  into  my  usual 
Pollyanna  optimism  and  grin  at  my  previous  apprehension.  Fear  is  a state  of  mind  that  one  can  put 
himself  into  or  keep  himself  out  of  (if  he  has  the  willpower  to  do  so);  like  feeling  sorry  for  one’s  self.  If 
a man  is  scared  and  pushes  himself  nonetheless  he  remains  just  scared  (a  healthy  state  to  be  in 
sometimes),  but  if  he  is  scared  and  starts  feeling  sorry  for  himself,  he  has  fear  and  isn’t  worth  a damn. 
Only  if  a man  has  time  to  think,  and  lets  himself  think  along  improper  channels,  does  he  get  fear,  and 
so  I pity  the  man  with  fear  but  feel  he  is  a quitter;  he  has  quit  fighting  against  himself. 

I’m  sorry,  Dad,  but  I can  write  no  more  tonight,  even  though  I planned  to  spiel  off  another  long  one. 

Anne  writes  enthusiastically  about  the  silver  that  you  and  mother  gave  us  for  Christmas.  You  have 
made  her  very  happy,  have  made  both  of  us  happy,  and  I sincerely  thank  you. 

Goodnight,  Dad. 

My  love  to  all, 

Dick 


Captain  Ackart  returned  to  the  United 
States  on  July  13,1945  and  was  separated 


Robert  A . 

B-Keyser,WVa,  10-29-18.  BS,  U WVa,  1941. 

MD,  Temple  Med,  1943.  Int:  Wilm  Gen  Hosp, 
1943.  Res:  Ob/Gyn,  Del  Hosp,  46-48;  Ob/Gyn 
(6  mos),  U MD,  48.  EMS:  1-5-44.  Gen  Med. 
Surg.  Med  Det,  342  Inf,  86  Inf  Div,  3-44  to  5-44. 

64  Portable  Surg  Hosp,  5-44  to  11-45.  90  Field 
Hosp,  11-  45  to  4-46.  ACM,  APCM  w/3  stars, 
arrowhead,  PLR  w/3  stars.  WWIIVM.  Capt. 
SMS:  1-15-46.  Family  Practice  of  Medicine, 
Wilm,  DE;  1948  to  present. 

On  January  9,  1945,  the  Sixth  U.S.  Army 
invaded  northern  Luzon,  in  the  Philippine 
Islands  in  the  Lingayen  Gulf  (see  map  on 


from  military  service  on  December  9,  1945. 


Rogers 

page  338)  with  the  mission  to  destroy  all 
enemy  forces  in  the  Luzon  Central  Plain  area 
and  to  capture  Manila.  Subsequently,  on 
January  29,  1945,  the  XI  Corps  landed  on  the 
west  coast  of  Luzon  in  the  San  Antonio-San 
Felipe  area.  The  mission  of  this  Corps  was  to 
capture  certain  designated  airfields  and 
naval  bases,  and  most  importantly,  seal  off 
the  Bataan  peninsula  from  northern  Luzon 
in  order  to  prevent  the  withdrawal  of 
Japanese  forces  into  the  peninsula.  The  34th 
Regimental  Combat  Team  (RCT)  of  the  24th 
Infantry  Division  was  part  of  this  effort  by 
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the  XI  Corps. 
The  64th  Por- 
table Surgi- 
cal Hospital 
(PSH)  was  as- 
signed in  di- 
rect support 
of  the  34th 
RCT. 

On  that 
day  of  Janu- 
ary 29,  Cap- 
tain Robert  A. 
Rogers 
climbed  down 
a rope  ladder 
from  the 
troopship 
Warren  G. 
Harding  as  a 
member  of 
the  64th  Por- 
table Surgi- 
cal Hospital 
and  into  a 
landing  craft 
to  support  the 
efforts  of  the 
34th  RCT.  The  hospital’s  strength  was  four 
officers  and  33  enlisted  men.  All  officers  and 
enlisted  men  carried  carbines  for  defense. 

The  initial  landings  that  day  were 
unopposed,  but  as  the  34th  RCT  with  the 
64th  PSH  approached  the  Zambales  moun- 
tains they  came  under  enemy  rifle  and 
machine  gun  fire.  After  this  enemy  fire  was 
supressed  the  troops  entered  into  the 
Zambales  mountains.  The  terrain  was  most 
difficult,  with  heavy  vegetation,  uneven 
rocky  trails  and  streams.  The  trails  were  those 
of  the  Negritos  (Pygmy  tribesmen).  Without 
encumbrances  the  soldiers  could  have  done  the 
trail  relatively  easily,  but  in  this  instance, 
everything  to  be  used  on  the  mission  had  to  be 
hand  or  back  carried.  There  were  no  vehicles. 
This  “walk”  over  the  mountains  took  four  full 
days  in  the  face  of  sporadic  but  increasing 
enemy  resistance.  During  this  march  most  of 
the  expendable  supplies  were  consumed.  When 
they  reached  a clearing  on  the  Manila  Bay  side 
of  the  mountains,  Army  Air  Corps  C-47s  were 


Medical  officer  of  the  64th 
Portable  Surgical  Hospital 
descending  rope  ladder  into 
landing  craft  for  invasion  of 
northern  Luzon,  Philippine 
Islands,  January  1945. 


scheduled  to  resupply  the  hospital  by  air  drop. 
The  air  drop  was  made,  but  when  the  troops 
attempted  to  pick  up  the  supplies  they  came 
under  enemy  mortar  and  artillery  fire.  They 
were  unable  to  retrieve  any  of  the  supplies. 
However  in  the  village  of  Dinalupihan  they 
were  able  to  obtain  some  fresh  fruits  and 
vegetables  such  as  sweet  raw  corn  and  sweet 
potatoes.  In  this  same  village  an  artesian 
well  was  discovered  and  a makeshift  shower 
set  up. 

With  only  medical  school  training,  an 
internship  at  the  Wilmington  General 
Hospital  and  a military  medical  indoctrina- 
tion course,  Dr.  Rogers  was  classified  and 
served  as  a general  surgeon.  It  was  in 
Dinalupihan  that  he  performed  his  first 
surgery.  During  the  night  the  Japanese  had 
infiltrated  the  village,  indiscriminately 
firing  their  weapons  and  tossing  hand 
grenades.  After  this  attack  two  casualties 
were  brought  to  the  “hospital.”  The  first  had 
been  bay-oneted  in  the  chest  and  shot  in  the 
abdomen.  The  second  had  been  shot  in  both 
knees.  The  senior  surgeon  operated  on  the 
most  seriously  wounded  and  Dr.  Rogers  and 
another  colleague  each  operated  on  one  of  the 
knees.  The  only  anesthesia  was  IV  sodium 
pentothal,  and  the  pentothal  was  administered 
by  a senior  aidman.  Another  interesting 
facet  of  this  surgical  care  was  that  the  only 
method  of  sterilization  for  everything  was 


Robert  A.  Rogers,  MD,  seated  right  of  the  men 
standing,  following  landing  during  the  inva- 
sion of  norther  Luzon,  Philippine  Islands,  J anu- 
ary  29,  1945. 


Del  Med  Jrl,  June  1994,  Vol  66  No  6 


335 


Special  Article 


bichloride  of 
mercury 
soaks.  Even 
the  surgeons 
would  dip 
their  hands 
in  the  liquid, 
don  their 
operative 
gloves  and 
again  dip 
their  gloved 
hands  in  the 
bichloride  of 
mercury.  Per 
the  routine 
at  the  time, 
at  the  con- 
clusion of 
the  surgery 
prophylactic 
sulfanil- 
amide was 
sprinkled  directly  in  the  area  of  the  surgery 
and  during  closure. 

In  the  face  of  increasing  combat  and 
increasing  casualties  the  hospital  was  moved 
two  miles  toward  the  front  and  into  an  open 
field.  To  create  any  shelter  at  all  for  their 
patients,  the  hospital  personnel  used  their 
individual  ponchos  and  shelter  halfs  (tents). 
The  operating  room  was  in  the  open.  Though 
manpower  was  limited  it  was  necessary  for 
the  hospital  to  provide  its  own  security 
because  of  the  continual  infiltration  at  night 
by  the  enemy.  In  addition  to  these 
limitations,  the  natural  environment  was  not 
conducive  to  patient  care.  It  was  typical 
tropical  humidity  and  heat,  with  the  daytime 
temperatures  in  the  mid  to  high  90s. 

The  casualty  load  became  quite  heavy 
with  the  combat  just  beyond  the  mountains 
and  dense  forests.  The  Japanese  had  four 
two-man  tanks  and  the  34th  RCT  did  not, 
and  at  times  it  appeared  that  the  enemy 
tanks  moved  at  will  against  the  infantry. 
Two  of  these  tanks  were  destroyed  by  Marine 
Vought  Corsairs  on  the  third  day  and  the 
other  two  by  the  same  means  the  next  day. 
Patients  were  delivered  to  the  hospital  by 


the  usual  lit- 
ter carriers 
from  the  bat- 
talion aid 
stations  and 
also  by  cari- 
bou cart.  The 
regiment, 
and  there- 
fore the  hos- 
pital, was 
shut  off  from 
all  other 
American 
forces  for  a 
number  of 
days.  Need- 
less to  say 
such  a situa- 
tion coupled 
with  the  nightly  infiltrations  created  an 
atmosphere  of  some  anxiety.  During  one 
night  strange  voices  were  heard  outside  the 
hospital  perimeter.  The  hospital  was  put  on 
full  alert.  The  next  morning  it  was 
determined  that  friendly  Filipino  guerrillas 
had  been  assigned  that  area. 

This  mission  ended  about  February  14, 
when  a breakthrough  was  made  by  American 
tanks  of  the  40th  Infantry  Division.  The 
hospital  moved  down  the  Bataan  peninsula 
to  Orani.  There  was  no  surgery  being  done 
but  there  were  many  patients  to  be  cared  for, 
and  the  hospital  now  had  “real”  tents  to  use 
for  their  patients.  Subsequently  the  hospital 
moved  to  an  area  above  Clark  Field. 

At  this  location  whole  blood  became 
available  for  the  first  time.  All  the  blood  was 
0-.  In  addition,  penicillin  became  available 
for  the  first  time,  single  vials  of  300,000  units 
each.  Also,  for  the  first  time,  inhalation 
anesthesia  became  available. 

The  hospital  had  successfully  completed 
its  first  mission  in  the  Philippines.  But  this 
mission  was  not  their  last  in  combat.  From 
Luzon  they  went  to  Mindoro,  where  they 
reorganized  and  resupplied  and  then  joined 
the  Task  Force  to  recapture  Mindanao 
beginning  in  mid-April  and  ending  in  mid- 
August,  about  the  time  the  first  atomic  bomb 


Soliders  of  the  64th  Portable 
Surgical  Hospital  crossing  a 
stream  at  the  base  of  the 
Zambales  Mountains,  February 
1945. 


Make-shift  well  shower  of  the 
64th  Portable  Surgical  Hospi- 
tal, village  of  Dinalupihan,  Phil- 
ippine Islands,  February  1945. 
Robert  A.  Rogers,  MD,  far  right. 
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Sixty-fourth  Portable  Surgical  Hospital  made 
of  ponchos  and  shelter  halfs  (individual's  pup 
tents)  on  the  left,  tent  to  right  was  dropped  by 
C 47  aircraft,  near  front  lines,  east  of  Zambales 
mountains,  February  1945. 


was  dropped  on  August  6.  After  the 
Mindanao  operation  wound  down  the  64th 
PSH  was  assigned  to  an  internment  camp  of 
an  estimated  20,000  military  prisoners  of 
war  and  20,000  civilian  internees,  including 
both  Japanese  and  Filipino  collaborators. 

Little  surgery  was  done  during  this 
period,  but  there  were  a myriad  of  serious 
medical  problems:  Blackwater  fever,  ma- 
laria, dysentery,  worms  and  parasites  of  all 
types,  as  well  as  some  maternity  care.  On  top 
of  all  that  it  must  be  remembered  that  most  of 
these  individuals  had  been  hiding  in  the 
mountains  for  months  and  were  physically 
exhausted  and  malnourished.  Because  of 


Abdominal  surgical  operation  at  the  64th  Por- 
table Surgical  Hospital,  out  in  the  open,  near 
the  front  lines,  east  of  Zambales  mountains, 
February  1945. 

these  factors  the  initial  death  rate  was  very 
high.  A great  deal  of  vitamin  B complex  was 
used.  There  were  several  Japanese  nurses 
who  were  a great  help  to  the  hospital  in 
caring  for  all  these  people. 

In  October,  Japanese  warships  returned 
to  Mindanao  and  evacuated  these  prisoners 
and  internees  back  to  Japan.  After  the 
closure  of  the  internment  camp  the  hospital 
was  moved  to  Davao  and  assimilated  into  the 
9th  Field  Hospital  caring  for  sick  and 
wounded  American  soldiers.  Dr.  Rogers 
returned  to  the  United  States  in  April  and 
was  separated  from  the  service  July  15,  1946. 


Norman  L.  Cannon 


B-Wilm,  DE.  7-24-13.  BS,  U Del,  1933.  MD,  U 
Penn,  1937.  Int:  Jewish  Hosp,  St  Louis,  MO  and 
Wilm  Gen  Hosp,  Wilm,  DE,  1937-1939.  Urology 
Res:  U Penn,  1939-1942.  EMS:  8-25-42.  110 
Station  Hosp,  10-42  to  1-45.  162  General  Hosp, 
2-45  to  12-45. Major.ACM.  EAMCM.  WWIIVM. 
SMS:  3-20-46.  Urology  Practice,  Wilm,  DE; 
1946  - 1968.  SrVP  Med  Affairs,  Med  Ctr  Del, 
Wilm,  DE;  1968  to  1979. 

The  presence  of  the  United  States  Army 
in  Great  Britain  can  be  traced  initially  to  a 


Special  Observer  Group  that  had  been 
established  in  May  1941  as  part  of  the  United 
States  Embassy  Staff.  After  Pearl  Harbor 
this  Observer  Group  was  replaced  on 
January  8,  1942,  by  Headquarters,  United 
States  Armed  Forces  in  the  British  Isles 
(USAFBI).  This  title  was  subsequently 
changed  to  The  European  Theater  of 
Operations  (ETOUSA),  on  June  8,  1942.  By 
September  1943,  the  major  American 
military  organizations  in  the  United  King- 
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dom  were 
the  theater 
headquar- 
ters and 

three  subor- 
dinate com- 
mands: the 
Eighth  Air 
Force,  the 
field  forces 
and  the  Ser- 
vices of  Sup- 
ply. All 

medical  ac- 
tivities came 
under  the 
Services  of 
Supply.3 

Earlier, 
in  1940,  a 
group  of 
medical  officers  of  the  U.S.  Army,  Navy  and 
Public  Health  Service  were  sent  to  Great 
Britain  to  observe  the  British  medicomilitary 
effort.  Reports  were  generated  at  that  time 
on  the  handling  of  air  raid  casualties, 
organization  of  an  emergency  medical 
service  (i.e.,  central  authority  directing 
hospital,  ambulance  and  first  aid  services  for 
both  the  military  and  civilian  populations), 
medical  and  psychological  hazards  of  avia- 
tion, and  others.  Subsequently,  when  the 
Observer  Group  was  formed,  a single 
Medical  Department  (Army)  officer  was 
assigned  to  it.  In  anticipation  of  eventual 
U.S.  involvement  in  the  war,  this  “observer” 
made  inspections  of  areas  likely  to  be 
occupied  by  American  Troops.  In  addition  he 
made  recommendations  as  to  the  possible 
locations  of  U.  S.  Army  hospitals.  He  also  was 
responsible  for  estimating  the  medical 
facilities,  personnel,  and  supplies  which 
would  be  needed  if  American  troops  were 
stationed  in  the  British  Isles.  His  duties  also 
had  him  negotiating  with  British  representa- 
tives their  requirements  for  lend-lease 
medical  supplies  from  the  United  States.  As 
the  United  States  entered  the  war  and  troops 
began  to  arrive  in  the  British  isles,  additional 
officers  from  the  medical  departments  at 
USAFBI  and  eventually  at  ETOUSA  were 


integrated  as  staff  officers  of  the  command. 
The  build  up  of  men  and  supplies  in  the 
British  Isles  was  known  as  War  Plan 
BOLERO.  This  build  up  included  both 
Station  and  General  Hospitals.4 

First  Lieutenant  Norman  L.  Cannon, 
MD,  was  called  to  active  duty  August  25, 
1942,  and  assigned  to  a medical  officers 
replacement  pool  at  Walter  Reed  Hospital, 
Washington,  D.C.  He  had  completed  medical 
school  at  the  University  of  Pennsylvania  in 
1937.  In  addition  to  two  “standard”  rotating 
internships,  he  had  also  completed  three 
years  of  urology  residency,  meeting  the 
clinical  requirements  for  Board  Certification 
in  Urology. 

From  Walter  Reed,  Dr.  Cannon  was 
assigned  to  the  110th  Station  Hospital,  then 
located  at  Camp  Pickett,  Virginia.  As  with  all 
units  preparing  for  war,  the  hospital  unit 
spent  its  time  training  and  organizing,  and 
from  time  to  time  in  direct  support  of  camps, 
stations  and  troop  maneuvers.  In  November 
1942,  the  unit  received  its  overseas  orders 
and  on  December  7,  1942,  set  sail  from  the 
Brooklyn  Port  of  Embarkation  to  England  on 
the  Queen  Mary.  Arriving  in  England  on 
December  15,  1942,  the  unit  continued  its 
training  as  a hospital  unit  and  within  four 
months  was  accepting  patients,  both  British 
and  American  (primarily  from  the  U.S.  Army 
Air  Corps).  Very  little  surgery  was  per- 
formed. Some  casualties  from  the  fighting  in 
North  Africa  were  evacuated  here  following 
the  invasion  of  North  Africa.  Once  the 
Theater  medical  units  became  fully  estab- 
lished in  North  Africa,  the  evacuation  was 
directly  from  North  Africa  to  the  United 
States.  One  of  the  major  medical  problems 
addressed  by  the  110th  was  that  of  venereal 
disease. 

The  110th  made  several  moves  during 
the  remainder  of  1943,  but  on  January  15, 
1944,  they  settled  permanently  into  the 
Royal  Victoria  Hospital,  Netley,  Hampshire, 
just  six  miles  from  the  Port  of  Southhampton. 
For  the  medical  officers,  the  previous  12 
months  and  the  ensuing  six  months  prior  to 
the  D-Day  invasion  in  June  1944  were 
frustrating.  There  was  little  or  no  clinical 
activity.  It  was  not  unusual  for  the  doctors  to 


Norman  L.  Cannon,  MD 
England  — 1944 
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be  assigned  menial  tasks  of  maintenance, 
cleaning  wards,  washing  windows,  moving 
furniture  and  the  like. 

On  May  10,  1944,  the  hospital  was 
designated  a transit  hospital,  changing  its 
function  to  one  of  reception  and  rapid 
evacuation  of  large  numbers  of  casualties. 
This  new  mission  was  repeatedly  rehearsed 
to  assure  that  the  entire  staff  was  completely 
familiar  with  it.  At  .the  same  time  an  all- 
inclusive  refresher  training  course  for  all 
medical  and  surgical  technicians,  ambulance 
drivers  and  litter  bearers  was  undertaken. 

The  months  of  frustration  for  Lieutenant 
Cannon  and  his  professional  colleagues  ended 
abruptly  on  June  8,  1944,  D+2  of  the 
Normandy  invasion.  The  first  of  the  invasion 
wounded  and  sick,  including  prisoners  of  war, 
were  delivered  by  ambulance  convoy  from 
LSTs,  which  docked  at  nearby  Southhampton. 
The  entire  hospital  began  a period  of  vigorous 
activity  which  was  consistently  sustained 
throughout  the  remainder  of  the  year.  For  all 
practical  purposes  these  initial  patients  were 
admitted  directly  from  the  field  of  battle  with 
no  more  preliminary  care  than  was  possible  at 
a forward  aid  station  or  the  emergency 
treatment  afforded  by  surgical  teams  aboard 
LSTs  on  which  they  were  ferried  across  the 
channel. 

The  110th,  then  in  its  role  as  a “transit” 
hospital,  was  by  its  actions  providing  the 
type  of  care  usually  expected  of  an 
Evacuation  Hospital,  emergency  surgery  and 
stabilization.  Fortunately,  attached  surgical 
teams  from  an  Auxiliary  Surgical  Group 
were  present  in  sufficient  numbers  to  bolster 
the  assigned  medical  staff.  At  the  same  time 
nurses  and  enlisted  men  from  less  active 
hospitals  were  provided,  thereby  making  it 
possible  to  fully  implement  the  previously 
prepared  plan  that  had  been  rehearsed  so 
many  times.  The  hospital  now  proved  to  be 
up  to  the  task  of  managing  of  large  numbers 
of  casualties  and  maintaining  a continuous 
flow  of  patients  through  the  hospital  without 
confusion  or  complications. 

Approximately  eight  weeks  after  D-Day, 
with  the  establishment  of  fixed  hospitals  on 
the  European  continent,  more  patients  were 
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received  with  a greater  degree  of  prior 
definitive  care  and  the  hospital  slowly 
reverted  to  its  established  role  of  a Station 
Hospital  from  its  forward  eschelon  role. 
During  this  209-day  period,  June  6,  1944  to 
January  1,  1945,  35,536  patients,  including 
9,149  prisoners  of  war,  were  treated.5  The 
urologic  cases  treated  by  Dr.  Cannon  during 
this  period  were  varied  and  covered  almost 
all  aspects  of  urological  surgery.  During  this 
period  Dr.  Cannon  was  promoted  to  Captain. 

In  reflecting  on  this  period  Dr.  Cannon 
notes  that  the  German  prisoners  of  war  treated 
had  little  care  rendered  in  their  medical 
facilities,  had  paper  bandages,  and  no 
immunizations,  including  no  tetanus  immuni- 
zations. With  very  little  supervision  these 
prisoners  worked  at  many  jobs  in  the  hospital 
as  they  recuperated  and  convalesced.  On 
February  1,  1945,  Captain  Cannon  was 

transferred  to  the  162nd  General  Hospital. 

As  a qualified  urologist  his  primary 
duties  were  to  diagnose  and  treat  patients 
suffering  from  bladder  and  kidney  ailments, 
performing  surgery  as  required.  He  was  also 
responsible  for  managing  of  a surgical  ward, 
a genito-urinary  clinic  and  treating  of  venereal 
diseases.  He  also  acted  as  a consultant  to  other 
services  in  the  hospital. 

In  a report  Captain  Cannon  wrote  to 
Lieutenant  Colonel  John  N.  Robinson,  the 
Senior  Consultant  in  Urology,  he  described 
the  operative  procedures,  cystoscopies  and 
pyelography  performed  in  the  hospital 
operating  room.  He  also  described  a specially 
designed  pelvic  lift  used  in  the  application  of 
a special  figure  eight  scrotal  bandage.  He 
noted  that  the  shortages  of  equipment  were 
minimal  for  the  mission  of  the  hospital. 

In  the  statistical  section  of  his  report  Dr. 
Cannon  noted  that  the  volume  of  cases  was 
not  heavy  and  that  his  primary  activity  was 
as  a consultant  requiring  many  diagnostic 
procedures  and  minor  surgery.  He  also 
described  a number  of  severe  battle  wounds 
of  the  kidney  and  the  perineum  for  which 
simple  wound  treatment  and  stabilization 
was  carried  out  to  prepare  them  for  further 
transport  to  the  United  States  for  definitive 
surgery. 
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In  genito-urinary  battle  and  nonbattle 
injuries,  Captain  Cannon  made  these 
observations.  In  kidney  injuries,  conserva- 
tism is  important  unless  it  is  so  extensive 
that  nephrectomy  is  imperative  as  a life 
saving  procedure.  Many  wounds  that  appear 
as  irremedial  will  heal  remarkably  well  and 
may  permit  late  surgery  to  save  the  kidney. 
Infections  did  not  present  any  problems 
thanks  to  the  availability  and  use  of 
sulfanilamides  and  penicillin.  In  bladder 
injuries  a supra-pubic  cystostomy  is  impera- 
tive and  must  be  done  promptly.  Adequate 
drainage  of  the  paravesical  spaces  must  also 
be  done  if  there  is  any  question  as  to  urinary 
leakage  around  the  bladder.  In  peritoneal 
injuries  with  laceration  of  any  portion  of  the 
urethra  the  earlier  the  reestablishment  of 
the  continuity  of  the  urethra  can  be  made  the 
more  rapid  the  progress  of  the  patient  and 
the  fewer  surgical  insults  the  patient  will 
have  to  be  subjected  to.  Too  many  patients 
were  evacuated  from  front  line  hospitals  with 
only  a supra-pubic  cystostomy  performed 
with  no  attempt  to  anastomose  the  urethra  at 
the  same  time.  He  noted  that  catheters 
should  be  changed  more  frequently  than  was 
seen  in  practice  as  the  patients  were  moved 
along  the  chain  of  medical  evacuation,  noting 
that  there  seemed  to  be  a great  tendency  to 
pass  the  job  along  to  the  next  hospital.  In 
reporting  one  death,  it  was  noted  that  the 
initial  injury  was  a gunshot  wound  that 
perforated  the  left  ureter,  resulting  in 
peritonitis  that  went  unrecognized  to  the 


point  that  subsequent  surgical  intervention 
and  large  doses  of  penicillin  were  to  no  avail. 

The  most  frequent  nonbattle  genito- 
urinary diseases  described  included 
prostatitis,  phimosis,  condylomata  acuminata 
and  trigonitis.  The  treatment  of  these 
conditions  was  relatively  simple,  but  the 
rapid  movement  of  the  troops  frequently  did 
not  permit  appropriate  follow  up. 

Captain  Cannon’s  final  recommenda- 
tions in  this  report  suggested  that  well- 
trained  urologic  surgeons  be  attached  to  the 
forward  surgical  echelons  to  permit  perform- 
ing definitive  major  urologic  surgery  as  early 
as  possible.  With  their  clinical  judgment  and 
surgical  skills  many  lives  could  be  saved.  The 
morbidity  of  such  injuries  could  be  lessened. 
This,  along  with  conservative  medical 
management  and  chemotherapy  (antibi- 
otics), will  provide  to  the  patient  a higher 
percentage  of  complete  cure. 

VJ  Day  intervened  just  prior  to  Dr. 
Cannon’s  rotation  back  to  the  United  States, 
precluding  transfer  to  the  Pacific  Theater. 
However,  just  before  his  departure  to  the 
States,  he  witnessed  his  first  patient  being 
treated  for  his  infectious  nephritis  and  renal 
failure  by  peritoneal  dialysis.  It  was  new  and 
it  worked!  This  alerted  Dr.  Cannon  that  he 
had  a lot  of  catching  up  to  do  on  the  latest  in 
the  practice  of  urology.  He  departed  the 
United  Kingdom,  after  three  years  there,  on 
December  13,  1945,  and  was  discharged 
March  20,  1946. 


Leonard  P.  Lang 


B-Philadelphia,  PA,  2-4-13.  BS,  Penn  St  U,  1935. 
MD,  Jeff  Med  Col,  1939.  Res:  Internal  Med,  Mt 
Sinai  Hosp,  Phila,  PA,  39-  42.EMS:  5-13-42. Gen 
Med.USS  Jamestown,  7-42  to  4-44.  US  Nav 
Hosp,  Bainbridge,  MD,  4-44  to  3-46.  PUC,  ACM, 
APCM  w/  1 star,  WWIIVM.  Lt  Cmdr.  SMS:  3-31 
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“On  July  2,  1942,  The  U.S.  Joint  Chiefs  of 
Staff  ordered  Allied  forces  in  the  Pacific  to 
mount  a limited  offensive  to  halt  the  Japanese 
advance  toward  the  line  of  communications 
from  the  United  States  to  Australia  and  New 
Zealand.  At  the  same  time  the  United  States 
was  committed  to  a program  for  building  up 
forces  in  Great  Britain  to  launch  an  offensive 
in  Europe  in  1942  or  1943.  There  then  were 
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available 
so  few  war- 
ships, 
transports, 
and  cargo 
ships,  so  few 
trained 
troops,  so 
few  weap- 
ons and  sup- 
plies, that 
any  offen- 
sive in  the 
Pacific,  for 
which  the 
United 
States 
would  have 
to  provide 
most  of  the 
forces,  would  necessarily  be  limited  in  scale. 
Yet  it  was  essential  to  halt  the  Japanese  who 
were  then  moving  ever  nearer  to  the  flank  of 
the  tenuous  line  of  communications.  The  Joint 
Chiefs’  decision  of  July  2,  led  to  the  long,  grim 
struggle  for  the  possession  of  Guadalcanal,  an 
island  in  the  remote  British  Solomon  Islands 
Protectorate  which  was  not  specifically  named 
in  the  orders  dispatched  by  the  Joint  Chiefs.”6 
Following  his  orientation  and  indoctrina- 
tion training  at  the  Naval  Training  Station, 
Newport,  Rhode  Island,  Naval  Lieutenant 
Leonard  P.  Lang  was  assigned  to  the  USS 
Jamestown  (a  tender  — a warship  that 
provides  logistic  and  communications  support 
to  other  ships)  in  support  of  PT  (patrol/torpedo) 
boats  in  the  South  Pacific  area  of  operations.  In 
this  assignment  Dr.  Lang  participated  in 
numerous  engagements  in  support  of  the 
Guadalcanal  operation  which  included  other 
engagements  in  the  Solomon  Islands  such  as 
Tulagi.  Each  operation  was  designed  to  be  in 


direct  support  of  the  ground  campaign  of  the 
First  Marine  Division  during  the  period  July 
1942  to  April  1944. 

As  a member  of  the  crew  of  the  James- 
town, Dr.  Lang  was  cited  by  the  awarding  to 
the  crew  of  the  USS  Jamestown  the 
Presidential  Unit  Citation  for  operations  with 
the  First  Marine  Division  during  the  period 
August  7,  1942  to  December  9,  1942. 

The  citation  reads: 


The  officers  and  enlisted  men  of  the  First 
Marine  Division,  Reinforced,  on  August  7 to  9, 
1942,  demonstrated  outstanding  gallantry  and 
determination  in  successfully  executing  forced 
landing  assaults  against  a number  of  strongly 
defended  Japanese  positions  on  Tulagi, 
Gavutu,  Tanambogo,  Florida  and  Guadalcanal, 
British  Solomon  Islands,  completely  routing 
all  the  enemy  forces  and  seizing  a most 
valuable  base  and  airfield  within  the  enemy 
zone  of  operations  in  the  South  Pacific  Ocean. 
From  the  above  period  until  9 December  1942, 
this  Reinforced  Division  not  only  held  their 
important  strategic  positions  despite  deter- 
mined and  repeated  Japanese  naval,  air  and 
land  attacks,  but  by  a series  of  offensive 
operations  against  strong  enemy  resistance 
drove  the  Japanese  from  the  proximity  of  the 
airfield  and  inflicted  great  losses  on  them  by 
land  and  air  attacks.  The  courage  and 
determination  displayed  in  these  operations 
were  of  an  inspiring  order. 

Frank  Knox 
Secretary  of  the  Navy 


In  April  1944  Dr.  Lang  rotated  back  to  the 
United  States  and  was  assigned  to  the  United 
States  Naval  Hospital  at  Bainbridge,  Maryland. 
His  assignment  to  the  hospital  was  in  his 
specialty  of  Internal  Medicine.  He  was  separated 
from  the  service  in  Philadelphia,  Pennsylvania 
on  March  31,  1946. 
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Henry  H.  Stroud 


B-Wilm,  DE,  7-6-14.  BA,  Univ  of  Del,  1935.  MD, 
Jefferson  Med  Col,  1939.  Int:  Del  Hosp,  39-40. 
Res:  Pediatrics,  Cincinnati  Gen,  45-47;  Phila 
Childrens  Hosp,  47.  EMS:  4-16-41.  Gen  Med, 
Flight  Surg.  Gp  Surg.  384  Bomb  Gp  (H),  43-45. 
8 Fighter  Cmd,  45.  BSM,  ADSM,  ACM, 
EAMCM,  DUC,  WWIIVM,  FSB.  Major.  SMS:  2- 
3-46.  Gen  practice  of  Pediatrics,  1947  to  1965. 
A.I.  duPont  Inst,  Developmental  Medicine 
Program,  1966  to  1984.  Wilm,  DE. 

Strategic  air  power  was  a concept 
developed  by  trial  and  error  in  World  War  II. 
Germany  had  perfected  tactical  air  in 
support  of  ground  troops  beginning  with 
their  first  “adventures”  in  such  activities 
during  the  Spanish  Civil  War  and  later  in 
their  own  aggressive  campaigns  into  Poland, 
Norway,  Denmark  and  Western  Europe.  No 
true  strategic  air  power  was  brought  to  bear 
during  any  of  these  campaigns.  Germany  did 
not  even  have  an  adequate  long-range 
bomber,  nor  were  its  fighter  planes  devel- 
oped to  provide  the  range  of  flight  needed  to 
protect  any  strategic  bombing  plan. 

Surprising  as  it  may  seem,  Britain  more 
than  any  other  country  had  been  the  world’s 
greatest  proponent  of  strategic  bombing 
beginning  in  the  1920s.  Bombers  were  used 
during  that  time  to  help  suppress  warring 
tribes  in  Iraq  and  other  middle  eastern  and 
other  countries  under  British  control.8 

The  Battle  of  Britain,  beginning  in  the 
summer  of  1940,  was  the  first  major  strategic 
bombing  effort  in  World  War  II.  For  a 
number  of  reasons,  but  primarily  due  to  the 
heroic  defense  provided  by  the  R.A.F., 
Britain  was  not  bombed  into  submission  as 
German  Air  Marshall  Herman  Goring  had 
promised.  The  Battle  of  Britain  was  over  for 
all  intents  and  purposes  by  July  1941. 

Now  it  was  the  Allies’  turn. 

The  summer  of  1942  brought  significant 
numbers  of  American  airmen  to  England. 
The  primary  aircraft  were  the  B-17  initially 
followed  shortly  by  the  B-24.  There  were 
major  differences  of  opinion  between  the 
British  and  the  Americans  about  the  proper 


and  appropriate 
utilization  of 
strategic  air 
power.  A Brit- 
ish decision  to 
follow  a pro- 
gram of  night 
area  bombing 
was  reached  pri- 
marily because 
night  bombing 
was  believed  to 
be  more  effi- 
cient than  day 
bombing.  The 
United  States 
Army  Air  Corps 
on  the  other 
hand  envisaged 
precision  bomb- 
ing from  high  altitude  in  daylight.  It  took  the 
highest  level  of  decision  making,  the 
Casablanca  Conference  (Roosevelt  and 
Churchill),  to  resolve  the  disagreement  and 
give  each  what  they  were  looking  for  and  the 
Germans  unrelenting  destruction  by  strate- 
gic bombing.  The  decision  was,  “The  R.A.F. 
was  given  the  assignment  of  weakening  the 
general  economic  system  and  civilian  morale 
by  area  bombing  of  cities.  It  would  work  the 
night  shift  of  the  relentless  round-the-clock 
air  assault  on  the  Reich.  The  Americans  were 
to  concentrate  first  on  the  destruction  of 
German  air  power  by  bombardment  [high 
altitude  daylight  precision  bombing]  of  the 
aircraft  industry  and  by  attacking  the 
Luftwaffe  on  the  ground  and  in  the  air.”  As 
the  air  war  progressed  the  Americans  also 
undertook  additional  industrial  targets.9 

First  Lieutenant  Henry  H.  Stroud 
accepted  a Reserve  Commission  at  the  time  of 
his  graduation  from  the  Jefferson  Medical 
College  in  1939.  He  then  did  an  internship  at 
Delaware  Hospital,  Wilmington,  Delaware, 
and  subsequently  worked  at  the  DuPont 
plant  in  Seaford,  Delaware,  until  he  was 
“activated”  on  April  16,  1941,  at  Fort  Tilden, 


Henry  H.  Stroud,  MD 
1945 
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New  York.*  Initially  he  was  assigned  as 
Assistant  Post  Surgeon  at  Fort  Tilden,  but  a 
few  days  after  Pearl  Harbor  he  was  sent  to  a 
recruiting  station  on  Wall  Street  to  examine 
recruits  who  were  volunteering  by  the 
hundreds.  Subsequently  he  was  assigned  as 
battalion  surgeon  to  a Military  Police 
Battalion  operating  in  the  Greater  New 
York/New  Jersey  Area  that  was  made  up  of 
World  War  I veterans.  The  mission  of  this 
battalion  was  to  protect  critical  areas, 
primarily  in  New  Jersey.  Lieutenant  Stroud 
did  not  consider  this  assignment  to  be  the 
duty  that  was  appropriate  for  the  war  effort 
so  he  requested  assignment  to  the  Army  Air 
Corps.  His  request  for  transfer  was  accepted. 

His  first  assignment  after  transfer  to  the 
Air  Corps  was  to  the  School  of  Aviation 
Medicine  in  Texas  for  a structured  three- 
month  indoctrination  course  in  both  military 
and  medical  subjects.  The  next  assignment 
was  to  Nashville,  Tennessee  to  an  Aviation 
Classification  Center.  His  primary  duty  was 
examining  candidates  for  Army  Air  Corps 
positions.  From  there  he  was  attached  to  an 
aviation  group  near  Tampa,  Florida  where 
he  “watched  a number  of  B-26s  land  in 
Tampa  Bay!” 

During  this  tour  of  duty,  near  Tampa,  the 
base  was  visited  by  a career  Army  surgeon, 
John  Mayo  Talbot,  MD,  who  invited  Dr. 
Stroud  to  join  him  with  a B-17  Bomber  Group 
that  would  soon  go  to  England.  The 
invitation  was  readily  accepted,  and  so  in 
May  1943,  began  his  three  years  in  England 
with  the  384th  Bomb  Group  (Heavy). 

In  the  early  days  of  the  Group’s  combat 
missions,  18  crews  would  be  sent  out  on  a 
mission  and  only  12  would  return.  Needless 
to  say,  such  losses  created  significant  stress 
that  appeared  to  manifest  itself  in  symptoms 
that  were  difficult  to  explain.  In  an  effort  to 
resolve  the  epidemiology  of  these  symptoms, 
Dr.  Stroud  went  on  a series  of  practice 
bombing  runs  and  two  actual  bombing 
missions  over  France  to  observe  the 
symptoms  the  fliers  reported.  In  none  of 
these  missions  were  the  symptoms  repli- 
cated. On  the  second  bombing  mission 
Lieutenant  Stroud  and  the  crew  nearly 
ended  up  in  the  North  Sea. 


344 


As  experience  dictated,  air  war  tactics 
changed  and  the  Allies  were  gaining  greater 
air  superiority.  The  384th  would  send  out  60 
aircraft  on  a mission  and  60  would  return,  and 
the  previously  noted  symptoms  disappeared. 

There  was  no  requirement  for  Flight 
Surgeons  to  actually  fly  combat  missions,  but 
a sense  of  camaraderie  and  duty  combined  to 
create  an  atmosphere  where  it  was  appropri- 
ate for  them  to  do  so.  After  all,  they  shared 
the  same  living  quarters,  mess  hall  and 
recreational  facilities  with  the  air  crews.  The 
Flight  Surgeons  also  attended  the  mission 
briefings  and  debriefings  in  an  effort  to 
anticipate  and  understand  the  medical 
effects  of  the  mission  (e.g.,  “milk  runs”  vs. 
extensive  combat). 

Even  duty  on  the  ground  was  not  that 
uneventful  as  noted  in  the  book,  “Decision 
Over  Schweinfurt,”  by  Thomas  M.  Coffey: 
“When  they  [the  returning  formation] 
reached  Grafton-Underwood,  Algar  [the 
pilot]  flew  across  the  end  of  the  field  where  he 
could  be  seen  from  the  control  tower  and 
fired  a red  flare  to  indicate  he  had  a wounded 
man  aboard.  He  then  came  around  to  land  on 
the  field’s  shortest  runway,  firing  a second 
flare  during  his  approach. 

The  tower  acknowledged:  “We  know  you 
have  wounded.  We’ll  have  someone  meet  you.” 

“By  the  time  Algar  brought  the  plane  to  a 
stop  at  a hardstand  near  the  end  of  the 
runway,  the  group  surgeon,  Maj.  Henry 
Stroud,  was  standing  by  with  the  ambulance. 
Miller  [a  waist  gunner  on  the  B-17,  the 
wounded  patient],  who  had  regained  con- 
sciousness once  more  as  the  plane  reached 
home,  experienced  an  agonizing  pain  in  his 
chest  when  his  comrades  bent  his  body  to  get 
him  out  of  the  plane  and  into  the  ambulance. 
As  the  ambulance  sped  through  the  woods  to 
the  base  dispensary,  Miller  lapsed  again  into 
coma.  Dr.  Stroud,  who  was  at  his  side,  could 
see  that  the  first  thing  he  needed  was  blood. 
But  was  there  enough  time  to  find  out  what 
type  of  blood?  Even  if  that  information  was 
on  Miller’s  dog  tags,  would  there  be  time  to 
find  a donor? 

“When  Miller  was  wheeled  into  the 
dispensary,  Dr.  Stroud  found  that  his  blood 
count  was  down  to  [4.1  Gm].  The  man  had 
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only  a few  minutes  to  live.  He  was  coughing 
up  so  much  blood  his  lungs  were  obviously 
full  of  it.  Noticing  this,  Dr.  Stroud  hit  upon  a 
desperate  idea.  Puncturing  Miller’s  lungs 
[between  the  ribs,  into  the  pleural  space],  he 
pumped  the  blood  out  of  them  into  a bottle. 
Then,  as  quickly  as  possible,  he  pumped  this 
same  blood  back  into  Miller’s  arms.  It  was 
one  of  the  most  unusual  blood  transfusions  in 
medical  history.  All  Stroud  could  do  now, 
after  dressing  Miller’s  wounds,  was  to  wait 
and  see  if  this  unorthodox  treatment  would 
work.”7 
It  did! 

Other  than  this  spectacular  transfusion, 
the  sequence  of  events  in  attending  to  the 
casualties  among  the  aircrews  was  well 
rehearsed.  On  arrival  back  at  the  base, 
substantial  first-aid  was  rendered  in  the 
dispensary  and  those  with  more  significant 


wounds  were  evacuated  to  a hospital  some  30 
miles  distant.  The  ambulances  that  greeted 
the  returning  formations  were  fully  equipped 
to  provide  immediate  emergency  care  as 
regards  shock,  hemorrhage,  airway  manage- 
ment and  the  like,  on  the  way  to  the 
dispensary  where  the  most  seriously  injured 
were  stabilized  prior  to  further  evacuation  to 
the  hospital.  Up  to  six  physicians  were 
assigned  to  meet  the  incoming  planes.  The 
number  of  ambulances  and  physicians  was 
determined  by  the  number  of  casualties  in 
each  aircraft  that  was  transmitted  by  radio 
contact  with  the  returning  formation  to  the 
Flight  Surgeon. 

At  the  conclusion  of  the  war,  then  Major 
Stroud  was  sent  to  Headquarters,  8th  Air 
Force  and  subsequently  in  October  1945 
rotated  back  to  the  United  States  and  was 
discharged  in  February  1946. 


Carl  /.  Glassman 


B-Camden,  NJ,  7-24-23.  BS,  Temple  U,  1948. 
MD,  St  U of  NY  Col  Of  Med,  1952.  Int:  Phila  Gen 
Hosp,  52-53.  Res:  VA  Hosp,  West  Haven,  CT,  53- 
55;  Del  Hosp,  55-57.  EMS:  2-42.  Pilot,  96  Bomb 
Gp,  8 AF,  11-  43  to  10-44.  DFC,  AM,  PH,  GCM, 
EAMCM,  ACM,  WWIIVM.  1st  Lt.  SMS:  4-46. 
General  Surgery  Practice,  Wilm,  DE,  1957  to 
Present. 

Second  Lieutenant  Carl  I.  Glassman 
received  his  rating  as  a B-17  bomber  pilot  in 
November  1943.  He  had  enlisted  at  age  19  in 
the  Army  Air  Forces  and  had  attended  and 
graduated  as  a qualified  radio  operator.  Soon 
thereafter  he  was  selected  as  an  Aviation 
Cadet  and  entered  flight  training  at  the 
Hawthrone  School  of  Aeronautics,  Orangeburg, 
South  Carolina.  This  program  was  under  the 
auspices  of  a contract  flight  training  program 
with  Georgia  Aero  Tech. 

Later  that  November,  Lt.  Glassman 
departed  for  England  and  the  European 
Theater  of  Operations.  As  the  B-17  piloted  by 
Lt.  Glassman  was  about  to  take  off  for  the  trip 
to  England  a supply  technician  boarded  the 
aircraft  at  the  last  minute  with  a set  of  papers 


that  had  to 
be  com- 
pleted before 
the  depar- 
ture. These 
papers  re- 
quired Lt. 
Glassman 
“to  sign  for” 
the  B-17  he 
was  piloting. 
Having  ac- 
knowledged 
his  “owner- 
ship” of  the 
aircraft  by 
his  signa- 
ture he  was 
permitted  to 
depart. 

On  ar- 
rival in 
southern 
England,  Lt. 
Glassman 


Lt.  Carl  I.  Glassman,  following 
flight  school  graduation  and 
commissioning  as  a Second 
Lieutenant,  U.S^  Army  Air 
Force,  November  1943. 


Del  Med  Jrl,  June  1994,  Vol  66  No  6 


345 


Special  Article 


was  assigned  to  the  338th  Squadron,  96th 
Bomb  Group,  8th  Air  Force.  By  February  1944, 
he  was  flying  combat  missions  over  France  and 
Germany. 

On  April  8,  1944,  he  attended  the  routine 
early  morning  briefing  and  performed  the 
preflight  check  of  his  aircraft  and  subsequently 
took  off  for  a bombing  mission  to  Brunswick, 
Germany  to  attack  German  airfields  and 
factories.  He  never  reached  Brunswick.  His 
aircraft  was  shot  down  by  antiaircraft  fire 
(flak)  shortly  after  entering  German  air  space. 
While  Lt.  Glassman  remained  at  the  controls  to 
keep  the  aircraft  as  stable  in  flight  as  possible, 
the  crew,  including  the  wounded  radio 
operator,  parachuted  from  the  aircraft.  By  the 
time  it  may  have  been  feasible  for  him  to  “bail 
out”  there  was  not  enough  altitude  and  he  had 
to  crash  land  the  plane. 

The  Individual  Flight  Record  of  Second 
Lieutenant  Carl  I.  Glassman  maintained  at  the 
96th  Bomb  Group  stated  simply  for  that 
mission,  “Missing  in  Action.” 

In  spite  of  a leg  wound  caused  by  the  flak, 
Lt.  Glassman  crossed  the  German  border  into 
Holland  on  foot  and  hid  in  a shed.  A young  boy, 
no  more  than  5 or  6 years  old,  found  him  in  this 
shed.  This  young  boy  told  his  parents  and  with 
their  help,  and  that  of  many  others,  Lt. 
Glassman  moved  from  town  to  town  in  an  effort 


Aviation  Cadet  Carl  I.  Glassman  piloting  a PT- 
17  Stearman  Trainer,  August-September  1942. 


to  navigate  his  way  toward  the  Pyrenees 
mountains  between  France  and  Spain.  This 
first  family  that  assisted  him  was  at  this  same 
time  hiding  three  young  Jewish  children 
behind  a false  ceiling  in  their  barn.  The 
invasion  of  Europe  was  still  two  months  away. 
Spain  was  a neutral  country.  By  August  he 
made  his  way  as  far  south  as 
Liege,  Belgium,  where  he  was 
picked  up  by  one  Charles  Bivort. 
For  the  next  two  months  he  hid  in 
the  home  of  Mr.  Bivort  in  the 
village  of  Thieux. 

In  early  September  1944,  Lt. 
Glassman  was  recovered  by 
troops  of  the  United  States  First 
Army.  Three  soldiers  in  a jeep 
who  were  about  10  miles  in  front 
of  the  main  body  made  the  initial 
contact  with  him.  He  was 
interviewed  by  an  Army  Captain 
from  the  advancing  Army  troops 
and  subsequently  evacuated  to 
England  for  further  debriefing  by 
the  Army  Air  Force  Military 
Intelligence  Service. 

Because  of  his  experience 
behind  enemy  lines,  Lt.  Glassman 
was  precluded  from  any  further 


The  crew  of  the  B-17.  Lt.  Carl  I.  Glassman  is  second  from  the 
right  in  the  front  row.  Photo  was  taken  on  April  7,  1944.  The 
plane  was  shot  down  on  April  8,  1944. 
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Initial  interview  of  Lt.  Carl  I.  Glassman  and 
Charles  Bivort  by  the  Captain,  Commander  of 
the  First  Army  Forces  that  liberated  the  town 
and  recovered  Lt.  Glassman. 


The  recovering  force  still  had  a military  mis- 
sion searching  out  the  enemy  and  providing 
reconnaisance  and  intelligence.  They  had  no 
means  to  evacuate  Lt.  Carl  I.  Glassman  to  the 
rear,  so  they  armed  him  and  he  joined  them  on 
their  mission. 


Charles  Bivort  (left)  stands  in  front  of  one  of 
the  armored  cars  used  by  American  troops  to 
liberate  Thieux. 


Home  of  Charles  Bivort,  Thieux,  Belgium.  Lt. 
Carl  I.  Glassman  was  hidden  in  a second-story 
room. 


combat  missions  in  Europe.  The  concern  was 
that  if  he  was  to  be  shot  down  again,  and  in  one 
way  or  another  through  interrogation  it  was 
discovered  that  he  had  been  sheltered  by 
individuals  in  the  German  occupied  territories, 
they  would  be  placed  in  great  danger. 

In  October  1944  he  was  returned  to  the 
United  States  and  assigned  to  Selfridge  Field, 
Michigan.  His  duties  during  this  tour  of  duty 
were  to  fly  air- 
sea  rescue  mis- 
sions over  the 
Great  Lakes  and 
as  officer-in- 
ch arge  of  the 
communications 
department. 

In  July  1945, 
he  volunteered 
for  combat  flight 
duty  in  the  Pa- 
cific Theater,  but 
V-J  Day  occurred 
before  the  as- 
signment could 
be  made.  He  com- 
pleted his  Army 
Air  Force  career 
in  the  United 
States  and  was 
separated  from 
the  service  in 
New  York  City,  April  1946. 


Lt.  Carl  I.  Glassman  re- 
ceives the  Purple  Heart  in 
England  in  October  1994. 
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William  D.  Shellenberger 


B-Phila,  PA,  8-15-24.  BA,  Williams  College, 
1947.  MD,  Temple  U,  1951  Int:  Temple  Hosp, 
51-52.  EMS:  7-43.  ASTP,  Texas  A & M.  Aid 
man,  285  Cmbt  Engr  Bn,  XXII  Corps,  3 Army. 
GCM,  EAMCM  w/3  stars,  ACM,  WWIIVM.  Tech 
4.  SMS:  3-46.  Family  Practice  of  Medicine, 
Wilm,  DE;  1952  to  1977. Occupational  Medicine 
Practice,  duPont  Company,  Wilm,  DE;  1977  to 
1992. 

In  the  early  days  of  WW  II,  William  D. 
Shellenberger  held  a deferment  from  the 
draft  as  a premed  student  at  Williams 
College.  In  March  1943,  he  voluntarily 
withdrew  himself  from  this  status  and 
entered  the  Army.  Private  Shellenberger 
was  initially  assigned  to  the  Army  Special- 
ized Training  Program  (ASTP)  as  a premed 
student.  In  this  status  he  was  sent  to  three 
months  Army  Basic  Training  at  Camp 
Fannin,  Texas,  and  subsequently  to  Texas  A 
and  M,  as  an  engineering  student.  After  one 
semester  of  engineering  Private  Shell- 
enberger voluntarily  withdrew  from  ASTP. 

His  next  assignment  was  to  Camp 
Crowder,  Missouri.  Camp  Crowder  was  a 
primary  training  center  for  the  Signal  Corps, 
but  Private  Shellenberger  was  assigned  to 
and  became  an  aid  man  with  the  285th 
Combat  Engineer  Battalion.  To  designate 
certain  military  specialists,  the  Army 
created  a system  of  Technicians  who  were 
identified  by  the  letter  “T”  on  their  chevrons. 
Aid  men  were  frequently  so  designated.  And 
Private  Shellenberger  was  designated  as  a 
Tech  4,  the  equivalent  of  a corporal. 

Additional  advanced  training  was  pro- 
vided to  the  battalion  at  Camp  Shelby, 
Mississippi,  and  from  there,  in  the  fall  of 
1944,  the  unit  shipped  out  to  England. 
Training  continued  in  England  as  the 
offensive  on  the  European  continent  gained 
momentum  and  troop  build  ups  extended 
throughout  the  theater. 

In  early  January  1945,  the  battalion  was 
shipped  to  Le  Havre,  France,  for  immediate 
deployment  in  the  last  stages  of  the  Battle  of 
the  Bulge.  The  unit  was  moved  by  boxcar  to 


Ecternach, 

Luxem- 
bourg, in 
support  of 
troops  com- 
pleting the 
final  phase 
in  the  de- 
feat of  the 
German 
counter-of- 
fensive. 

The 
battalion 
moved 

down  the  Moselle  valley,  billeting  primarily  in 
summer  resort  hotels,  or  what  was  left  of  them, 
and  subsequently  down  the  Danube  to  Trier, 
Germany.  When  the  war  ended  the  battalion 
was  assigned  to  Third  Army  in  Mollmannreith, 
Austria.  And  it  was  here,  just  a few  days  before 
the  war  ended,  that  direct  contact  was  made  by 
Tech  Shellenberger’s  platoon  and  the  enemy. 

Up  to  this  time  the  unit  had  been  strafed 
one  time  and  directly  fired  upon  by  some  88 
artillery.  On  this  particular  day  Tech 
Shellenberger’s  platoon,  in  three  trucks, 
went  down  a road  along  the  Danube  across 
from  Deggendorph.  They  were  ambushed  by 
an  unknown  number  of  enemy  soldiers  with 
mortar,  machine  gun  and  rifle  fire.  Two 
soldiers  from  the  engineer  platoon  immedi- 
ately manned  the  50  caliber  machine  guns  on 
the  cabs  of  the  trucks  and  a terrible  fire  fight 
ensued.  All  the  members  of  the  platoon  under 
the  hail  of  gunfire  dashed  into  a nearby 
woods.  Amazingly  no  one  was  hurt.  The 
platoon  started  on  foot  back  to  the  unit  when 
another  fire  fight  erupted,  as  the  Germans 
had  crossed  the  river,  burned  the  trucks  and 
were  pursuing  them.  In  this  action  two  men 
were  wounded.  Platoon  aid  man  Tech 
Shellenberger  attended  to  both.  Neither  had 
a serious  wound  so  immediate  first  aid  was 
all  that  was  required.  Responding  to  the 
attack,  another  platoon  arrived  and  routed 
the  Germans. 


William  D.  Shellenberger,  MD 
1943 
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This  was  the  only  combat  injury  treated 
by  “Doc”  Shellenberger.  All  other  injuries 
were  a result  of  bridge  building,  automotive 
accidents  and  the  like.  The  most  active 
treatment  provided  by  all  aid  men  was  for 
venereal  disease.  And,  after  the  war,  Tech 
Shellenberger  supervised  a “Pro-station” 
(Prophylactic  Station  for  prevention  of 
venereal  disease). 


At  the  end  of  the  war  the  battalion  built  a 
POW  camp  for  Hungarian  prisoners  of  war 
and  provided  other  engineer  support  to  Third 
Army  in  its  occupation  duties.  During  this 
time  a bullet  just  missed  “Doc’s”  head  from 
another  soldier  cleaning  his  “empty”  M-l 
rifle  in  an  adjoining  room.  Tech  Shellenberger 
continued  to  serve  as  an  aid  man  until  his 
return  to  the  United  States  in  March  1946. 


Dene  Thomas  Walters 


B-Harrisburg,  PA.  7-11-25.  BS,  Lebanon  Valley 
Col,  1949.  MD,  U Penn,  1953.  Int:  Del  Hosp, 
Wilm,  DE,  1953-1954.  Res:  Del  Hosp,  Wilm, 
DE,  1954-1955.  EMS:  7-29-43.  ASTP,  7-43  to 
3-44.  302  Inf  Regt,  94  Div,  3-44  to  2-45. 
Hospitalized  2-45  to  3-45.  Repl  cadre  4-45  to  2- 
46.  Pfc.  BSM,  GCM,  ACM,  EAMCM  w/3  stars, 
WWIIVM,  CIB.  SMS:  3-14-46.  Family  Practice 
of  Medicine,  Wilm,  DE;  1955-1971 . Dept  Dirand 
Residency  Program  Dir,  Dept  of  Family 
Practice,  Med  Ctr  of  Del,  Wilm,  DE;  1971  to 
1992. 

As  a result  of  the  recruiting  efforts  of  the 
United  States  Army,  high  school  student 
Dene  T.  Walters  enlisted  in  the  reserves  in 
high  school  with  the  promise  that  the  Army 
would  send  him  to  college  and  even  medical 
school.  Following  graduation,  he  spent  four 
months  in  Infantry  Basic  Training  at  Camp 
Hood,  Texas.  The  program  was  called,  “ASTP 
[Army  Specialized  Training  Program]  Basic.” 
At  the  conclusion  of  Basic,  he  was  sent  to  the 
University  of  Florida,  in  what  was  called, 
“Basic  Engineering,  Term  1.”  This  college 
curriculum  was  standard  freshman  “stuff’ 
with  a number  of  military  subjects.  At  the 
end  of  his  first  semester,  March  1944,  the 
Army  discontinued  the  entire  ASTP  effort. 

Private  Walters,  along  with  just  about 
every  other  ASTP  student  at  Florida,  was 
sent  to  the  94th  Division,  which  had  been 
organized  at  Camp  McCain,  Mississippi, 
from  two  National  Guard  Divisions,  one  from 
Massachusetts  and  the  other  from  Michigan. 


The  ASTP  stu- 
dents were 
“fillers”  for  the 
members  of 
these  two  di- 
visions that 
had  been  sent 
to  other  units 
as  cadre.  Pri- 
vate Walters 
was  assigned 
to  Company 
C,  302nd  In- 
fantry Regi- 
ment. He  was 

assigned  as  an  infantryman,  a Browning 
Automatic  Rifleman  (BAR  man).  After  four 
months  of  intensive  training,  the  94th 
Infantry  Division  shipped  overseas  to  the 
European  Theater  in  July  1944. 

On  their  way  to  the  Continent,  they 
stopped  off  in  England  for  three  additional 
weeks  of  training  with  an  emphasis  on 
German  units,  tactics  and  weapons.  As  no 
ports  in  France  were  yet  open,  the  94th  went 
ashore  over  Utah  beach  in  early  September 
1944. 


Dene  T.  Walters,  MD 
1944 


The  first  mission  assigned  was  to  replace 
the  5th  Armored  Division  on  the  Brittany 
peninsula.  Since  the  assault  on  the  port  of 
Brest  had  been  so  costly  to  the  American 
forces,  a decision  was  made  not  to  assault  in 
the  same  direct  manner  those  ports  and 
strongholds  that  had  been  bypassed  by  the 
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advance  of  the  Third  Army.  The  mission  to 
neutralize  the  ports  of  St.  Nazaire  and 
Lorient  fell  to  the  94th  Division.  This  effort 
for  the  302nd  Infantry  consisted  of  constant 
patrolling,  limited  objective  raids  and  lots 
and  lots  of  artillery.  The  Germans  responded 
in  kind.  The  artillery  exchanges  in  the 
Lorient  area  were  especially  heavy  and 
Private  Walters  noted  that,  “they  had  88s 
lined  up  hub  cap  to  hub  cap.” 

In  late  November  1944,  the  95th  Division 
took  over  the  Brittany  Peninsula  mission  and 
the  94th  Division  joined  and  reinforced  Third 
Army  at  the  front  around  Verdun.  As  the 
Battle  of  the  Bulge  entered  its  final  stages 
somewhat  further  north  from  the  94th,  they 
began  the  advance  to  the  Siegfried  Line.  In 
February  1945,  Private  Walters  was  evacu- 
ated from  his  unit  with  bilateral  pneumonia. 
He  recalls,  “I  was  very,  very  sick.”  He  was 
also  suffering  from  frostbite  of  his  feet. 

His  evacuation  followed  the  standard 
“chain.”  He  traveled  all  night  in  an 
ambulance  from  the  battalion  aid  station  to 
the  Regimental  Collecting  Company  and 
then  on  to  The  Division  Clearing  Company. 
All  the  time  he  says,  “I  expected  to  be  given  a 
couple  of  aspirin  and  sent  back  to  my 
company.”  His  next  stop  was  the  101st  Field 
Evacuation  Hospital  at  Thionville,  France. 
(Years  later  he  was  to  find  out  that  another 
Delawarean,  Haines  Cates,  MD,  was  as- 
signed and  present  in  that  unit  at  that  time.) 

As  an  infantry  private,  Walters  was  not 
paying  particular  attention  to  his  treatment, 
but  there  were  “shots”  and  lots  of  pills. 
Because  of  the  seriousness  of  his  illness  he 
continued  his  evacuation  to  more  sophisti- 
cated medical  facilities.  By  rail  he  was  sent  to 
a General  Hospital  in  Paris,  and  subse- 
quently flown  by  C-47  aircraft  to  the  United 
Kingdom.  “Something  that  was  beyond  an 
infantryman’s  wildest  dreams!” 

In  England  he  was  sent  to  a Station 
Hospital  near  Chelmsford  (Essex).  Daily 
buzz  bombs  broke  up  the  hospital  routine, 
but  none  landed  close  to  the  hospital.  But 
most  important,  it  was  here  after  almost  a 
month  he  was  finally  allowed  out  of  bed  and 
in  late  March  was  discharged  on  “Limited 
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Service.”  Translated  that  meant  no  more 
infantry  or  combat  service. 

On  discharge  from  the  hospital  he  was 
sent  to  Birmingham  for  reassignment  when 
all  of  a sudden  it  was  V-E  Day! 

Private  Walters  was  sent  back  to  France 
along  with  other  ex-  infantrymen  and 
paratroopers  as  support  to  a redeployment 
center  outside  the  city  of  Laon  for  the 
processing  of  troops  to  be  sent  to  the  Pacific, 
mostly  Army  Air  Force. 

During  this  period  he  was  able  to  visit 
Paris  and  Brussels  and  take  a trip  to 
Switzerland.  During  these  travels  he  was 
“impressed”  by  how  the  noncombat  soldier 
lived  during  the  war. 

From  this  assignment  he  v/as  returned  to 
the  United  States  in  February  1946.  And,  as 
many  others  did,  went  straight  to  college 
under  the  G.l.  Bill. 


Dene  T.  Walters,  MD 
France  — 1944 
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These  narratives  of  10  Delaware  doctors’ 
experiences  in  World  War  II  represents 
personal  stories  from  some  who  participated 
in  the  most  historic  event  of  the  twentieth 
century.  For  each  of  these  stories  there  are 
thousands  more,  not  only  from  war  veterans 
such  as  these,  but  from  those  at  home  who 
may  have  made  equally  important  contribu- 
tions and  sacrifices  during  this  period.  This 
effort  is  a tribute  to  all  who  served  whose 
stories  are  yet  to  be  told,  but  whose  stories 
must  be  told  and  not  forgotten. 


KEY  TO  ABBREVIATIONS 

ACM  American  Campaign  Medal 

ADSM  American  Defense  Service  Medal 

AM  Air  Medal 

AMOB  Aviation  Medical  Officer  Badge 

AOM  Army  of  Occupation  Medal 

APCM  Asiatic-Pacific  Campaign  Medal 

BSM  Bronze  Star  Medal 

CIB  Combat  Infantry  Badge 

CM  Commendation  Medal 

CMB  Combat  Medical  Badge 

DFC  Distinguished  Flying  Cross 

DSC  Distinguished  Service  Cross 

DSM  Distinguished  Service  Medal 

DUC  Distinguished  Unit  Citation 

EAMCM  European,  African,  Middle-Eastern 

Campaign  Medal 

EFMB  Expert  Field  Medical  Badge 

EIB  Expert  Infantryman  Badge 

EMS  Entered  Military  Service 

FSB  Flight  Surgeon  Badge 

Fel  Fellow  Flight  Surgeon  Badge 

GCM  Good  Conduct  Medal 

GQ  Glider  Qualified 

Int  Intern 

LOM  Legion  of  Merit 

MBS  Mexican  Border  Service 

MH  Medal  of  Honor 

MP  Master  Parachutist 

MM  Medal  for  Merit 

P Parachutist 

PH  Purple  Heart 

PLR  Philippine  Liberation  Ribbon 

PUC  Presidential  Unit  Citation 

R Ranger 

Res  Resident 

SFSB  Senior  Flight  Surgeon  Badge 

SM  Soldier’s  Medal 

SMS  Separated  from  Military  Service 

SP  Senior  Parachutist 

SS  Silver  Star 

UNK  Unknown 

WACSM  Women’s  Army  Corps  Service  Medal 


WWIVM  World  War  I Victory  Medal 
WWIIVM  World  War  II  Victory  Medal 
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and  Enthusiasm. 


At  VNA,  we  know  a comfortable  environment  for 
rehabilitation  can  inspire  people  who  are  working 
to  get  back  on  their  feet  again.  And  this  knowledge  has  inspired  us  to  provide  you  with 
Specialty  Care  Services , such  as  rehabilitation,  in  the  very  best  environment  possible.  Home. 
In  addition,  we  offer  you  highly  specialized  home  health  care  in  other  areas,  including 
I.V.  Therapies,  Oncology,  HIV/AIDS,  Obstetrics,  Neonatology  and  Pediatrics.  So  after  you’re 
discharged  from  the  hospital,  VNA’s  skilled  professionals  will  help  you  hit  the  ground  running. 

Which,  in  turn,  will  help  put  you  on  the  road 
to  recovery.  Call  (302)  323-8200  for  more  information.., 
we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 
Association 
Id  e l a w a rT|  of  Delaware 
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Memorial  Day  weekend  brought  sad  news, 
Daniel  Alvarez,  MD,  succumbed  to  an  acute 
illness  and  died  following  urgent  surgery. 
Danny  served  his  patients,  the  state  and  our 
Medical  Society  long  and  well.  He  served 
many  roles  in  our  Society,  most  prominently 
as  a long-standing  delegate  to  the  AMA  and 
as  past  president.  His  graduate  and  post- 
graduate training  at  Cornell  Medical  College 
allowed  him  a choice  of  specialties;  he  chose 
to  practice  family  medicine  in  southern 
Delaware.  His  position  as  Minister  of  Health, 
before  escaping  Castro’s  Cuba,  also  would 
have  opened  many  doors  beyond  Delaware, 
but  he  made  his  home  here,  and  put  down 
deep  roots.  His  absence  will  be  felt  by  all  who 
knew  him.  He  is  survived  by  his  wife  Jackie 
and  five  adult  children.  The  Board  of 
Trustees  unanimously  passed  a motion  to 
change  the  name  of  our  Distinguished 
Service  Award  to  the  Daniel  A.  Alvarez  MD 
Distinguished  Service  Award , in  honor  of  Dr. 
Alvarez's  contribution  to  us  and  our  Society. 
A memorial  resolution  was  also  introduced  at 
the  AMA  Annual  Meeting. 

The  Executive  Committee  met  with  Dr. 
Hameli  and  his  council,  and  reviewed  his 
situation.  The  stress  and  emotional  strain 
are  unbelievable.  The  charges  are  something 
out  of  Kafka.  One  cannot  help  but  sense 
political  undercurrents  in  this  affair,  and  the 
maneuverings  and  machinations  would 
make  many  people  paranoid.  The  legal  costs, 
even  at  this  early  stage,  have  reached 
$55,000.  Those  who  heard  more  of  the 
background  are  convinced  Dr.  Hameli  will 
prevail  in  court,  but  as  the  legal  bills 


escalate,  it  becomes  frightening.  An  “Ali 
Hameli,  MD  Defense  Fund”  has  been 
created,  and  contributions  can  be  made 
through  the  Medical  Society  of  Delaware. 

The  move  to  RBRVS  by  BCBSD  has 
created  a greater  number  of  calls  and  letters 
to  the  Society  than  we  have  seen  in  a while.  I 
hope  our  special  mailing  and  the  second 
article  by  Jane  Harriman  ( News  Journal, 
May  29,  1994)  have  helped  to  clear  up  MSD’s 
role,  or  specifically  lack  of  one,  in  the  Blue’s 
move  to  this  methodology.  As  pointed  out  in 
the  mailing,  it  is  not  a "pure"  RBRVS,  the 
numbers  have  been  "manually  manipulated," 
and  a conversion  factor  can't  be  derived  or 
used.  The  Medical  Society  is  prohibited  by 
law  to  engage  in  any  activity  that  can  be 
construed  as  rate  setting  with  an  insurer. 
Even  when  the  object  was  to  hold  down 
rates  10  years  ago,  the  FTC  gave  the  officers 
of  BCBSD  and  the  MSD  a lot  of  gray  hair 
during  an  investigation  into  rate  setting 
allegations. 

I sense  this  contract  from  BCBSD  is  the 
final  straw  for  many  offices.  For  most  of  our 
professional  lives  it  was  necessary  only  to 
cursorily  examine  the  wording  of  the  one  or 
two  contracts  we  received,  the  fee  schedule 
was  our  main  focus.  Now  there  are  contracts 
for  each  insurance  product,  meaning  an 
average  office  many  have  five  to  10  contracts 
to  review.  Much  of  the  wording  is  boiler- 
plate, but  there  are  traps  in  all  of  them.  Most 
offices  don't  have  the  financial  resources  or 
the  in-house  expertise  to  examine  each  of  the 
contracts  in  detail.  Your  Board  has  voted  to 
write  to  BCBSD  and  ask  that  the  new 
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contract  be  delayed  until  October  1,  1994. 
There  will  be  an  emergency  convening  of  the 
Medical  Review  Committee,  whose  charge 
has  been  physician-insurer  relations.  They 
will  be  asked  to  begin  formal  review  of  each 
contract  that  Delaware  physicians  receive,  in 
a manner  that  doesn't  violate  antitrust  law. 
There  will  be  legal  expense,  but  certainly 
much  less  as  a group  than  individually.  In 
the  short  term,  MSD  has  extensive  written 
material,  audio  and  video  tapes  to  help  you 
evaluate  contracts.  For  individual  offices, 
the  Physicians'  Advocate , Jana  Siwek,  can 
help  evaluate  the  contracts. 

To  best  serve  our  members,  our  Society 
must  continually  look  for  ways  to  provide 
value  for  your  dues  and  time  contributions. 
We  must  be  flexible,  and  change  with  shifts 
in  the  medical  environment.  This  means 
continual  evaluation  of  what  we  do  and  what 
needs  to  be  done.  One  area,  malpractice 
insurance,  has  been  an  especially  important 
part  of  the  function  of  the  Society.  During  the 
malpractice  crunch,  it  was  the  efforts  of  your 
colleagues  who  brought  affordable  malprac- 
tice insurance  back  to  Delaware  when  Aetna 
abruptly  pulled  out.  There  has  been  a 
commission  spin-off  that  has  kept  our  dues 
lower  by  about  $100  per  member  per  year. 
However,  this  has  been  a complex  business, 
and  there  have  been  difficulties.  Serious 


consideration  had  been  given  to  selling  our 
“book  of  business,”  investing  the  profits,  and 
hopefully  realizing  a revenue  steam  equal  to 
current  income.  A consultant  was  hired  to 
evaluate  this  and  other  options  for  the 
future.  Officers  of  the  MSD  and  MSDIS  have 
met  several  times,  and  based  on  these 
discussion  and  the  consultant’s  report,  a 
decision  was  made  to  remain  active  in  this 
arena.  Because  of  the  importance  of 
malpractice  insurance  to  all  physicians,  we 
have  decided  not  only  to  stay  in  business,  but 
to  become  more  aggressive  in  our  marketing, 
and  encouraging  the  carriers  to  offer  more 
options  and  lower  premiums.  It  is  a fact  that 
by  the  presence  of  MSDIS,  all  carriers  in 
Delaware  are  forced  to  keep  their  premiums 
lower  than  would  be  the  case  if  MSDIS  did 
not  exist.  We  hope  that  all  physicians  will  re- 
examine their  insurance  needs  this  year,  and 
give  MSDIS  an  equal  chance  to  provide 
coverage. 


^ Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 
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Diabetic  Retinopathy:  A Review 


Margaret  Liv  Blom,  MD 
W.  Richard  Green,  MD 
Andrew  P.  Schachat,  MD 

Abstract 

In  the  United  States,  diabetic  retinopathy  is  the  leading  cause  of  new  blindness  in  those  of 
occupational  age.  We  present  an  overview  of  risk  factors,  including  renal  disease,  uncontrolled 
blood  pressure,  pregnancy,  poor  glucose  control,  elevated  glycosylated  hemoglobin,  duration  of 
disease,  and  age  at  time  of  diagnosis;  pathogenesis,  addressing  the  involvement  of  aldose 
reductase,  nonenzymatic  glycosylation  of  proteins,  vasoprolif-erative  factors,  ischemia  and 
vasodilation,  systemic  growth  factors,  and  platelets  and  blood  viscosity;  pathology,  including 
nonproliferative,  preproliferative,  and  proliferative  retinopathy;  and  the  management  of  this 
condition. 


Diabetes  mellitus  affects  5 percent  of  the 
world  population  and  is  the  second  leading 
cause  of  legal  blindness  in  adults  in 
industrialized  countries.1  Estimates  from  the 
Centers  for  Disease  Control  and  Prevention 
indicate  there  are  50,000  people  with 
blindness  due  to  diabetes  in  the  United 
States,  with  5,800  new  cases  developing  per 
year.2 

Diabetes  mellitus  is  due  to  a relative  or 
absolute  insulin  deficiency  that  results  in 
glucose  excess.  This  glucose  excess  affects 
large  and  small  blood  vessels  over  time 
resulting  in  atherosclerosis  and  hyalinization 


Dr.  Blom  is  an  ophthalmologist  at  the  Wilmer  Institute  of 
Johns  Hopkins  Medical  Institutions,  Baltimore,  Mary- 
land. 

Dr.  Green  is  a professor  of  ophthalmology,  Eye  Pathology 
Laboratory  and  associate  professor  of  pathology  at  Johns 
Hopkins  Medical  Institutions,  Baltimore,  Maryland. 

Dr.  Schachat  is  chief  of  Retinal  Vascular  Service  at  Johns 
Hopkins  Medical  Institutions,  Baltimore,  Maryland. 

Reprinted  with  permission  from  the  Maryland  Medical 
Journal  (MD  Med  J 993;  42(6):  549-56.). 
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of  arterial  walls.  With  time,  secondary 
changes  due  to  this  process  occur  predomi- 
nantly in  the  kidneys,  peripheral  nerves, 
pancreas,  and  eyes,  resulting  in  a life 
expectancy  reduction  for  men  and  women  of 
at  least  9.1  and  6.7  years,  respectively.3,4 

One  ocular  manifestation  of  diabetes 
mellitus  is  diabetic  retinopathy,  which 
occurs  in  1.5  to  2 percent  of  all  diabetic 
individuals.5  In  the  United  States,  diabetic 
retinopathy  is  the  leading  cause  of  new 
blindness,  particularly  among  people  of 
occupational  age.6,7  More  importantly,  mor- 
tality rates  are  significantly  elevated  in 
patients  with  diabetic  retinopathy.4  Diabetic 
retinopathy  is  best  described  as  a capillary 
microangiopathy  involving  loss  of  pericyte 
and  endothelial  cells  with  changes  in  the 
basement  membrane  thickness.  This  results 
in  microinfarctions,  exudates,  retinal  edema, 
and  neovascularization.  These  changes  can 
proceed  to  vitreous  hemorrhage,  traction, 
and  retinal  detachment  causing  severe  loss 
of  vision.8 

We  present  an  overview  of  diabetic 
retinopathy  focusing  on  risk  factors,  patho- 
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genesis,  pathology,  and  management — 
emphasizing  the  value  of  screening  to  detect 
early,  treatable  disease. 

Risk  factors 

Renal  disease,  uncontrolled  high  blood 
pressure,  pregnancy,  poor  glucose  control, 
and  elevated  glycosylated  hemoglobin  pre- 
dispose a patient  to  diabetic  retinopathy. 
Health-related  behavior,  such  as  tobacco  use, 
alcohol  consumption,  and  aspirin  intake,9  as 
well  as  gender,4  are  more  controversial  risk 
factors.  Duration  of  disease  and  age  at  time 
of  diagnosis  are  also  important  prognostic 
factors.6  Race  may  also  turn  out  to  be  an 
important  prognostic  factor.  In  a recent 
study  by  Hanis  and  others,  it  was  discovered 
that  Hispanics  in  general,  and  Mexican- 
Americans  in  particular,  are  affected  with 
noninsulin-dependent  diabetic  mellitus 
(NIDDM)  several  fold  more  frequently  than 
the  general  population.4 

Renal  Disease 

Renal  disease,  with  its  manifestation  of 
proteinuria,  and  elevated  blood  urea  nitro- 
gen and  creatinine  serum  levels,  is  an 
excellent  predictor  of  diabetic  retinopathy.  A 
study  by  Jerneld  and  Algvere10  of  365 
patients  with  diabetes,  found  that  66  (18 
percent)  had  proteinuria.  Of  these  66 
patients,  39  (59  percent)  had  diabetic 
retinopathy.  Proteinuria  and  serum  creati- 
nine correlated  with  increasing  severity  of 
retinopathy.  Of  47  patients  with  prolifera- 
tive diabetic  retinopathy  (PDR),  19(40 
percent)  had  proteinuria.  Of  124  patients 
with  retinopathy  of  other  grades  of  severity, 
20  (16  percent)  had  proteinuria.  Visual 
acuity  in  the  best  eye  was  negatively 
correlated  with  proteinuria,  which  was 
present  in  17  of  203  (8.4  percent)  patients 
with  a visual  acuity  of  20/20,  compared  with 
8 of  15  (53  percent)  with  a visual  acuity  of  20/ 
200  or  less. 

Uncontrolled  High  Blood  Pressure 

Volhard’s  statement,  “Ich  habe  noch 
keine  retinitis  diabetica  gesehen  bei  der  es 
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sich  nicht  um  eine  hypertonie  gehandelt 
hat,”  roughly  translated  as,  “I  have  never 
seen  a patient  with  diabetic  retinopathy  that 
was  not  hypertensive,”  has  received  much 
attention  and  criticism  over  the  past 
years.6,11  Subsequent  studies  have  shown 
that  although  there  is  good  correlation 
between  the  presence  of  hypertension  and 
diabetic  retinopathy  in  patients  with 
nephropathy,  blood  pressure  in  patients 
without  nephropathy  does  not  seem  to  be  as 
strong  a risk  factor  as  previously  thought.6,12 

Pregnancy 

Recent  studies  of  retinopathy  during 
pregnancy  have  demonstrated  that  some 
deterioration  is  common,  but,  in  many  cases, 
postpartum  improvement  occurs.  Approxi- 
mately 10  percent  of  pregnant  diabetic 
women  without  prior  retinopathy  develop 
background  diabetic  retinopathy,  and  about 
4 percent  of  pregnant  women  with  back- 
ground diabetic  retinopathy  develop  PDR.6 
In  patients  with  treated  PDR,  no  worsening 
occurred  during  pregnancy  in  the  study  done 
by  Singerman  and  coworkers  in  1980. 13 

It  has  been  concluded  that  changing 
retinopathy  during  pregnancy  cannot  be 
interpreted  without  the  assessment  of 
concurrent  changes  in  the  regulation  of 
maternal  diabetes,  and  that  the  abrupt 
institution  of  improved  diabetic  control 
during  pregnancy  may  be  one  factor  in  the 
deterioration  of  background  retinopathy 
seen  during  pregnancy.6 

Poor  Glucose  Control 

A large  amount  of  evidence  supports  the 
claim  that  hyperglycemia  causes  microvas- 
cular  changes  that  result  in  diabetic 
retinopathy.  In  one  study,  laboratory  dogs 
with  induced  hyperglycemia  were  divided 
into  three  groups.  Dogs  in  the  first  group  had 
their  glucose  levels  strictly  controlled  for  five 
years.  The  dogs  in  the  second  group  had  their 
glucose  levels  poorly  controlled  for  2.5  years, 
with  subsequent  good  control  for  2.5  years. 
The  dogs  in  the  third  group  were  poorty 
controlled  for  five  years.  Only  in  the  first 
group  of  dogs  was  there  no  evidence  of 
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retinopathy.  Surprisingly,  there  was  pro- 
gression of  retinopathy  in  the  second  group 
during  the  good-control  period.6,15 

Elevated  Glycosylated  Hemoglobin 

In  1976,  Bunn  et  al14  noted  that  the 
formation  rate  of  HbAlc  was  directly 
proportional  to  the  time-averaged  concentra- 
tion of  glucose  within  the  erythrocyte,  and, 
therefore,  that  the  HbAlc  level  in  a diabetic 
patient  could  be  used  as  a reflection  of  the 
adequacy  of  control  over  a sustained  time 
period.  It  was  the  belief  of  Bunn  et  al  that 
many  diabetes  complications  were  attribut- 
able to  the  cumulative  effects  of 
hyperglycemia,  and  the  researchers  sug- 
gested that  serial  measurements  of  HbAlc 
might  prove  useful  in  monitoring  diabetic 
patients  and  assessing  the  adequacy  of 
control.  In  patients  under  30  years  of  age, 
those  who  have  more  than  13.5  percent  of 
their  hemoglobin  glycosylated  are  prone  to 
proliferative  diabetic  retinopathy.6 

Duration  of  Disease 

Of  the  risk  factors  mentioned,  duration  of 
disease — at  the  present  stage  of  investiga- 
tion— appears  to  be  most  important  in 
diabetic  retinopathy  development.6  In  a 
study  of  noninsulin  dependent  diabetic 
patients,  Frank  et  al6,15  noted  that  diabetic 
retinopathy  was  uncommon  in  patients  who 
had  the  disease  less  than  five  years.  The 
incidence  of  background  diabetic  retinopathy 
increased  to  27  percent  in  patients  with  the 
disease  for  five  to  10  years  and  to  71  percent 
in  patients  with  the  disease  for  more  than  10 
years.6 

Age  at  Time  of  Diagnosis 

Of  particular  interest  is  that  retinopathy 
is  more  strongly  associated  with  diabetes 
duration  after  13  years  of  age  than  before 
it.6,16  In  143  children  who  developed  insulin- 
dependent  diabetes  mellitus  (IDDM)  before 
the  age  of  puberty,  Jackson  and  others16 
noted  that  no  retinopathy  developed  before 
the  onset  of  puberty  regardless  of  disease 
duration.  Although  rare  cases  of  severe 
retinopathy  in  prepubescent  diabetic  pa- 
tients have  been  reported,  it  usually  occurs 


only  after  puberty.  The  risk  of  retinopathy  in 
25-year-old  patients  is  roughly  the  same 
regardless  of  the  age  of  onset.6 

Pathogenesis  of  Diabetic  Retinopathy 

Diabetic  retinopathy  pathogenesis  is  still 
undetermined  despite  years  of  intense 
research.  Although  chronic  hyperglycemia 
has  been  recognized  as  the  basis  for  diabetic 
retinopathy,  the  mechanism  through  which 
diabetic  retinopathy  occurs  is  unknown.6,15 
Aldose  reductase,  nonenzymatic  glycosylation 
of  proteins,  vasoproliferative  factors,  ischemia 
and  vasodilation,  growth  hormones,  and 
platelets  and  blood  viscosity  are  involved  in 
the  theories  currently  under  investigation. 

Aldose  Reductase 

In  1974,  Kinoshita8,17  demonstrated  the 
accumulation  of  sorbitol  in  the  cataracts  of 
diabetic  patients.  Aldose  reductase  mediates 
glucose  conversion  into  sorbitol.  Sorbitol 
accumulation  with  its  consequent  osmotic 
effects  and  damage  to  lens  epithelial  cells, 
which  have  a high  concentration  of  aldose 
reductase,  is  thought  to  be  responsible  for 
the  diabetic  cataract.  Similar  processes  are 
thought  to  occur  in  Schwann  cells  and  retinal 
pericytes.8 

Recent  studies  have  demonstrated  that, 
in  hyperglycemia,  many  cells  having  in- 
creased intracellular  sorbitol  due  to  aldose 
reductase  activity  also  display  decreased 
intracellular  concentrations  of  myo-inositol. 
This  is  thought  to  be  due  to  an  inhibition  of 
cellular  myo-inositol  transport,  which  is 
corrected  by  aldose  reductase  inhibition. 
Myo-inositol,  important  in  the  synthesis  of 
phosphoinositide,  is  a necessary  sugar  for 
cell  membrane  biosynthesis.15 

Also,  in  cells  with  increased  intracellular 
sorbitol,  the  activity  level  of  protein  kinase  C 
and  of  cell  membrane  sodium-potassium- 
activated  adenosine  triphosphatase  (Na+  K+ 
AT-Pase)  is  reduced.  This  condition  is 
reversed  by  aldose  reductase  inhibition.15 

Nonenzymatic  Glycosylation  of  Proteins 

In  1988,  the  theory  of  nonenzymatic 
glycosylation  of  proteins  was  suggested  as  an 
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alternative  to  the  sorbitol  pathway  theory  as 
a cause  of  diabetic  retinopathy.15  It  was 
suggested  that  glycosylation  of  critical 
proteins  within  the  cell  and  in  the 
extracellular  matrix  might  be  the  mecha- 
nism responsible  for  diabetic  retinopathy. 
Glucose  molecules  attaching  onto  the 
epsilon-amino  groups  of  . sine  residues  on 
proteins,  in  direct  proportion  to  ambient 
glucose  concentration,  is  postulated  to  cause 
the  cross-linking  of  these  proteins.  In 
proteins  with  enzymatic  activity,  this  cross- 
linking  would  alter  and  possibly  render 
ineffective  their  biologic  activity,  and, 
therefore,  the  extracellular  matrix  configu- 
ration and  the  capability  or  activity  of  certain 
types  of  cells  such  as  macrophages.15  In 
testing  this  hypothesis,  it  has  been  suggested 
that  aminoguanidine,  a specific  inhibitor  of 
nonenzymatic  glycosylation,  might  be  a 
therapeutic  agent.15 

Vasoproliferative  Factors 

Another  hypothesis  proposes  that  the 
hypoxic  retina  produces  or  activates  a 
vasoproliferative  factor  that  diffuses  to 
nearby  blood  vessels,  inducing  neovascular- 
ization. In  the  normal  retina,  there  is  a 
balance  between  factors  promoting  and 
inhibiting  angiogenesis.  Neovascularization 
occurs  when  this  balance  is  upset  by  an  over 
production  or  activation  of  angiogenic  factors 
or  by  a reduction  in  the  quantity  or  activity  of 
inhibitory  agents.615  Clinical  evidence  sup- 
porting this  hypothesis  includes: 

1.  Tumors  produce  an  angiogenic 
factor  that  causes  blood  vessels 
from  normal  adjacent  tissue  to  grow 
forward  and  into  the  tumor.6 

2.  In  branch  retinal  venous  occlusion, 
retinopathy  of  prematurity,  Eales 
disease,  and  sickle  cell  retinopathy, 
ischemic  areas  of  the  retina  are 
adjacent  to  areas  of  neovasculari- 
zation, and  the  neovascularization 
tends  to  grow  into  the  hypoxic 
areas.6 

3.  Neovascularization  of  the  disc  and 
iris,  both  of  which  can  be  reversed 
by  panretinal  photocoagulation, 
argue  for  a diffusible  factor.6 


Absence  of  potential  inhibitors  and  the 
presence  of  angiogenic  factors  are  respon- 
sible for  neovascularization.  This  may 
explain  why  pericyte  dropout  occurs  in 
neovascularization  and  why  microaneurysm 
occur  with  the  loss  of  inhibitory  factors  for 
endothelial  cell  proliferation.6 

Ischemia  and  Vasodilation 

An  alternative  hypothesis  is  that  chronic 
hypoxia  stimulates  neovascularization  by 
causing  vessel  dilation,  which  results  in 
endothelial  cell  proliferation.  During 
hyperglycemia,  the  retina  consumes  oxygen 
at  a higher  rate  than  normal.  This  results  in 
dilation  of  retinal  vessels  as  they  autoregulate 
to  keep  the  oxygen  pressure  in  the  tissue  at 
normal  level.  The  increased  capillary  blood 
pressure  and  chronic  dilation  causes  in- 
creased vessel  wall  stretch,  resulting  in 
leakage  and  endothelial  proliferation  form- 
ing micro-aneurysms  and  new  vessels.6,8 
Photocoagulation,  therefore,  is  the  specific 
treatment  for  diabetic  retinopathy  since  it 
reduces  oxygen  demand  and  vasodilation. 

Systemic  Growth  Factors 

Other  substances,  such  as  growth 
hormone  and  an  insulin-like  growth  factor  1 
(IGF-1),  produced  systemically  and  arriving 
from  sites  other  than  the  retina,  are  thought 
to  play  a role  in  some  forms  of  retinal 
neovascularization.  Recently,  Merimee18  re- 
ported elevated  levels  of  IGF-1  in  serum  from 
PDR  patients  compared  with  diabetic 
patients  without  proliferative  disease. 
Merimee18  suggests  that  this  molecule  is 
responsible,  in  part,  for  diabetic  retinopathy 
development.  Evidence  to  support  this 
theory  is  provided  by  the  discovery  of  IGF 
receptors  on  cultured  retinal  microvascular 
pericytes  and  endothelial  cells,  and  by  the 
fact  that  both  cells  respond  to  IGF-1  with 
increased  DNA  (deoxyribonucleic  acid)  syn- 
thesis.6 

Platelets  and  Blood  Viscosity 

The  hypothesis  that  platelet  abnormali- 
ties in  diabetic  patients  contribute  to  diabetic 
retinopathy  has  been  around  for  a while,  but 
no  recent  re-  search  substantiates  this.  Past 
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research  has  shown  that  platelets  of  diabetic 
patients  are  stickier  than  platelets  of 
nondiabetic  individuals,6  and  that  platelets 
of  diabetic  patients  are  especially  sensitive  to 
thromboxane  and  other  aggregating  agents 
such  as  epinephrine.6  It  is  thought  that  these 
abnormalities  in  platelet  adhesion  and 
aggregation  result  in  focal  capillary  occlu- 
sion and  focal  areas  of  ischemia  in  the  retina 
which,  in  turn,  result  in  diabetic  retinopathy.6 
Other  hematologic  abnormalities  seen  in 
diabetic  patients,  such  as  increased  blood 
viscosity,  increased  erythrocyte  aggregation 
and  decreased  erythrocyte  deformability,  are 
also  thought  to  contribute  to  diabetic 
retinopathy  through  sluggish  circulation  and 
endothelial  damage.6,8 

Pathology  of  Diabetic  Retinopathy 

Diabetic  retinopathy  is  classified  into  three 
main  stages: 

© nonproliferative  (background  dia- 
betic retinopathy) 

© preproliferative  (severe  or  advanced 
nonproliferative  retinopathy) 

(D  proliferative. 

Involvement  of  the  choroid  may  occur  in 
any  of  these  stages.  Since  mortality  rates  of 
individuals  in  the  three  stages  of  retinopathy 
have  been  found  to  be  13.1  percent  21.4 
percent  and  39.5  percent,  respectively,  at 
least  in  Mexican-Americans,  it  behooves  the 
practitioner  to  be  able  to  identify  these 
clinical  stages  on  routine  eye  examination.4 

Nonproliferative  Diabetic  Retinopathy 

One  of  the  earliest  changes  in 
nonproliferative  diabetic  retinopathy  (NPDR) 
is  capillary  basement  membrane  thickening 
and  pericyte  dropout.6,8  In  normal  eyes,  the 
pericyte  to  endothelial  cell  ratio  is  1:1.  In 
diabetic  patients,  however,  pericytes  appar- 
ently die  off  and  decrease  in  number. 
Capillary  wall  dilations  occur  in  areas  of 
absent  pericytes,  resulting  in  the  develop- 
ment of  microaneurysms,  one  of  the  earliest 
changes  visualized  with  ocular  examination. 
The  microaneurysms  may  be  quiescent  for 
years,  gradually  disappear  due  to 
hyalinization  and  occlusion,  or  rupture, 
resulting  in  intraretinal  hemorrhage.8 


Hemorrhages,  which  usually  occur  in  the 
inner  plexiform,  inner  nuclear,  or  outer 
plexiform  layers,  may  vary  in  size  and 
become  extensive  when  leakage  occurs  into 
the  vitreous.  Hemorrhages,  occurring  in  the 
inner  nuclear  or  outer  plexiform  layers, 
appear  round  or  oval-shaped,  while  more 
superficial  hemorrhages  appear  flame-  or 
splinter-shaped.8 

Exudates  result  from  plasma  leakage 
from  microaneurysms  or  diffuse  capillary 
leakage  and  tend  to  form  in  clusters.  Serum 
leaks  into  surrounding  retina  from 
microaneurysms  or  leaking  capillaries  and 
the  water  content  are  taken  up  by 
surrounding  retina  and  retinal  pigment 
epithelium.  This  leaves  a lipid-rich  residue 
that  accumulates  mostly  in  the  outer 
plexiform  layer.  These  exudates  may  form  a 
circinate  pattern  around  clusters  of 
microaneurysms,  around  large  solitary 
microaneurysms,  or  around  microaneurysms 
surrounding  areas  of  capillary  nonperfusion. 
The  exudates,  along  with  plasma  leakage, 
may  result  in  retinal  thickening  of  the 
macula  (macular  edema),  the  leading  cause 
of  reduced  vision  in  patients  with  diabetes. 

Large  accumulations  of  fluid  and  exudate 
often  collect  in  the  outer  plexiform  layer  of 
the  parafoveal  region,  presumably  because 
its  anatomic  configuration  allows  for  more 
distensibility  of  the  retina  These  exudates 
are  mostly  extracellular  and  are  composed  of 
extracellular  lipid  and  lipid-ladened  histio- 
cyte.8 Large  accumulations  of  fluid  and 
exudate  may  occur  in  the  outer  plexiform 
layer  of  the  macula  in  a cystoid  pattern. 
Incoming  light  is  scattered  by  the  irregular 
surface  of  the  retina,  and  visual  acuity  is 
decreased.15,19,20 

In  addition  to  retinal  abnormalities 
found  in  background  diabetic  retinopathy, 
there  may  be  involvement  of  the 
choriocapillaris.  PAS-positive  material  thick- 
ens the  walls  of,  and  occasionally  obliterates, 
the  choriocapillaris.8  Bruch’s  membrane 
appears  quite  prominent  in  histologic 
sections  of  the  eyes  of  diabetic  patients  due  to 
thickening  of  the  choriocapillaris,  which 
contributes  to  the  outer  portion  of  Bruch’s 
membrane.8 
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The  Early  Treatment  Diabetic  Retino- 
pathy Study  reports20  22  indicate  that  the  risk 
of  a patient  with  mild  to  severe  NPDR 
developing  PDR  in  a five-year  period  is  25  to 
80  percent  (Table  l).20  22 


Preproliferative  Diabetic  Retinopathy 
Preproliferative  diabetic  retinopathy  or 
severe  NPDR,  in  addition  to  causing  changes 
mentioned  above,  also  causes  some  back- 
ground changes  that  may  herald  the  onset  of 
proliferative  retinopathy.  The  Early  Treat- 
ment Diabetic  Retinopathy  Study  (ETDRS) 
found  that  venous  beading  and  venous  loops, 
multiple  retinal  hemorrhages,  widespread 
capillary  nonperfusion,  widespread  leakage 
on  fluorescein  angiography,  and  intraretinal 
microvascular  abnormalities  (IRMA)  are  all 
risk  factors  for  proliferative  retinopathy 
(Table  2).  Soft  exudates  are  not  found  to  be  as 
significant.21 

Venous  beading  — a clinical  term  — is 
the  end  stage  of  a process  in  which  veins 
develop  fusiform  changes,  eventually  acquir- 
ing a sausage-like  appearance.8  Some  beaded 


veins  in  diabetic  retinopathy  are  due  to 
intraretinal,  perivenous  neovasculari-zation. 
Recent  studies  have  shown  that  the 
percentage  of  people  developing  PDR  who 
have  venous  beading  for  1-5  years  increases 
from  40  to  80  percent. 20,22,23 

The  presence  of  micro- 
aneurysms is  a risk  factor 
in  diabetic  retinopathy. 
The  approximate  risk  of 
developing  PDR  in  dia- 
betic patients  who  have 
extensive  (D4-5)  micro- 
aneurysms for  1-5  years 
is  10  to  40  percent.8,20,23 
The  term  “extensive  (D4- 
5)  microaneurysms”  re- 
fers to  many  definite  (D) 
microaneurysms  in  at 
least  four  to  five  fields. 
Finding  one  to  two  microaneurysms  in  a 
diabetic  patient’s  eye  is  not  considered 
prognostic. 

Shunt  vessels,  dilated  capillaries,  and 
IRMA  also  are  important  predictors  of 
PDR.8,20,23  The  dilated  capillaries  in  IRMA 
apparently  function  as  collateral  channels 
and  bear  strong  resemblance  to  surface 
neovascularization  of  the  retina.  Unlike 
neovascularization,  however,  which  leaks 
profusely  with  intravenous  fluorescein 
angiography,  the  dilated  capillaries  in  IRMA 
do  not.  These  areas  of  IRMA  surround 
variably  sized  areas  of  capillary  nonperfusion. 
The  risk  of  developing  PDR  increases  from  20 
to  60  percent  in  patients  having  IRMA  for 
one  to  five  years.20,23 

Cotton  wool  spots  (soft  exudates,  which 
represent  microinfarctions  of  the  nerve 

fiber  layer),  once 
thought  to  be  an 
important  warn- 
ing sign  for  PDR, 
are  no  longer  con- 
sidered an  im- 
portant risk  fac- 
tor.21 Cotton  wool 
spots  result  from 
occlusions  or  in- 
farctions of  pre- 


Percent  developing  PDR  over  time 


Fundus  features 

lyr 

3yrs 

5yrs 

Venous  beading 

40 

60 

80 

Extensive  microaneurysms  (D4-5) 

10 

20 

40 

Intraretinal  microvascular  abnormality 

20 

40 

60 

Table  adapted  from  Bressler  NM.  Management  of  nonproliferative  diabetic 
retinopathy.  Johns  Hopkins  Resident  Lecture  Series.  August  6,  1991. 

PDR  = proliferative  diabetic  retinopathy 

Table  2.  Risk  of  Developing  PDR  as  Determined  by  Fundus  Features21 


Percent  developing  PDR  over  time 


ETDRS  grade  level  of  NPDR 

lyr 

3yrs 

5yrs 

Level  35,  mild 

5 

15 

25 

Level  43,  mild  to  moderate 

12 

30 

45 

Level  47,  moderate  to  severe 

24 

50 

67 

Level  53,  severe 

50 

70 

80 

Table  adapted  from  Bressler  NM.  Management  of  nonproliferative  dia- 
betic retinopathy.  Johns  Hopkins  Resident  Lecture  Series.  August  6, 1991. 
PDR  = proliferative  diabetic  retinopathy;  ETDRS  = Early  Treatment 
Diabetic  Retinopathy  Study;  NPDR  = nonproliferative  diabetic  retinopathy 


Table  1.  Risk  of  Developing  PDR-based  on  ETDRS  Grade  Lelvels20  22 


384 


Del  Med  Jrl,  July  1994,  Vol  66,  No  7 


Scientific  Article 


capillary  arterioles  with  resultant  axonal 
swelling  (cytoid  bodies). 

With  increasing  duration  of  the 
preproliferative  diabetic  retinopathy  stage, 
terminal  arterioles  begin  to  develop  hyaline 
thickening,  corkscrew  coiling,  and  narrow- 
ing of  the  lumen.  Venous  loops  and 
varicosities  develop,  and  the  pericyte  and 
endothelial  cell  basement  membrane  thick- 
ens. The  capillary  wall  layers  become 
separated  by  lipid  and  debris,  and,  eventu- 
ally, the  pericytes  and  endothelial  cells 
disappear.  The  result  is  the  formation  of 
nonfunctioning  ghost  capillaries  and  wide- 
spread areas  of  capillary  nonperfusion.8 

Proliferative  Diabetic  Retinopathy 

Proliferative  diabetic  retinopathy,  in  addi- 
tion to  containing  all  of  the  features  of 
background  and  preproliferative  diabetic 
retinopathy,  is  characterized  by  neovas- 
cularization with  extension  into  the  vitreous 
in  the  region  of  the  disc  (NVD)  and  elsewhere 
in  the  retina  (NVE).  NVD  is  characterized  by 
new  vessel  formation  arising  directly  from 
the  optic  nerve  head  or  within  the 
peripapillary  retina  less  than  one  disc 
diameter  from  the  optic  nerve  head  margin. 
These  new  proliferative  vessels  usually  arise 
from  preexisting  veins  and,  early  on,  appear 
as  small  or  large  collections  of  fine  naked 
vessels  on  ophthalmic  examination.  Eventu- 
ally, gliosis  and  fibrosis,  vitreous  hemor- 
rhage, and  traction  retinal  detachment  may 
occur.  More  limited  traction  may  result  in 
dragging  of  the  optic  disc  and  macular 
heterotopia.8  Eventually,  the  patient  is  left 
with  hand-movement  vision  or  worse,  if  left 
untreated. 

In  PDR,  new  vessels  that  form  along  the 
inner  retinal  surface  are  thin  walled  and 
have  poorly  developed  junctional  complexes 
and  fenestrated 
endothelium, 
which  allows  for 
serum  leakage 
and  occasional 
vitreous  hem- 
orrhage.6,8 The 


new  vessels  apparently  grow  or  are  pulled 
into  the  direction  of  least  or  lower  resistance. 
With  NVD,  the  lack  of  an  internal  limiting 
membrane  (ILM)  at  the  optic  nerve  head 
allows  for  an  abundant  proliferation  of  new 
vessels  that  are  capable  of  expanding  onto 
the  posterior  surface  of  the  vitreous.  With 
NVE,  new  vessels  extend  into  the  vitreous 
and  onto  the  posterior  surface  of  detached 
vitreous.8 

Posterior  vitreous  detachment  is  more 
common  in  diabetic  than  nondiabetic  sub- 
jects studied  postmortem.6,8  Cells  with  the 
contractile  protein  actin  have  been  observed 
by  electron  microscopy  with  the  use  of 
myosin  subfragment  1 in  a surgical  specimen 
from  a patient  with  a retinal  detachment  and 
PDR.8  With  neovascular  tissue  contraction, 
tension  is  placed  on  the  vitreoretinal  bands, 
which  in  turn  places  tension  on  new  vessels, 
which  may  bleed.  This  results  in  traction  of 
the  retina  with  production  of  cystic  degen- 
eration, schisis,  and  retinal  detachment  with 
or  without  tears. 

Management  of  Diabetic  Retinopathy 

Visual  loss  in  diabetic  retinopathy  patients  is 
caused  by  clinically  significant  macular 
edema  (CSME),  macular  nonperfusion,  or 
the  sequelae  of  proliferative  retinopathy. 
Powerful  randomized  clinical  trials  have 
shown  that  the  first  and  third  causes  of 
visual  loss  are  treatable  or  avoidable. 
Because  even  advanced  retinopathy  may  be 
asymptomatic,  the  key  to  diabetic  retinopathy 
management  is  timely  detection  of  treatable 
disease  (Table  3).  To  develop  a rational 
screening  strategy  for  patients  with  diabetic 
mellitus,  one  must  know  the  epidemiology  of 
CSME  and  proliferative  retinopathy.  The 
prevalence  of  these  key  features  relates 
chiefly  to  disease  duration. 


Age  at  onset  of  diabetes  mellitus  Initial  exam 

0-30  5 years  after  diagnosis 

30+  At  time  of  diagnosis 


Subsequent  exam 

Annually* 

Annually* 


fmore  frequent  follow-up  indicated  based  on  increasing  disease  severity 


Table  3.  Screening  Recommendations24 
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Since  CSME  and  PDR  may  be 
asymptomatic,  since  they  respond  to  treat- 
ment (details  outlined  below),  and  since 
screening  is  cost  effective  for  society,7 
numerous  organizations,  including  the  Ameri- 
can Academy  of  Ophthalmology  and  the 
American  Diabetes  Association,  have  pub- 
lished guidelines  for  screening:24 

1.  What  is  the  status  of  the  diabetic 
retinopathy  — nonproliferative, 
severe  nonproliferative,  or  prolif- 
erative? 

2.  Is  there  macular  edema? 

3.  Does  the  patient  have  risk  factors 
for  the  development  of  proliferative 
retinopathy  or  high-risk  prolifera- 
tive retinopathy? 

4.  Does  the  patient  have  features  of 
high-risk  PDR?24  26 

Clinical  trials  have  shown  that  macular 
edema  treatment  is  indicated  only  when  it  is 
clinically  significant.  Macular  edema  is 
defined  by  the  ETDRS  group  as  thickening  of 
the  retina  within  one  disc  diameter  of  the 
macula  or  hard  exudates  greater  than  or 
equal  to  standard  photograph  3 in  a standard 
30°  photographic  field  centered  on  the 
macula  (field  2)  with  some  hard  exudates 
within  one  disc  diameter  of  the  center  of  the 
macula.19,22 

CSME  is  defined  as  thickening  at  or 
within  500  pm  of  the  center  of  the  macula,  or 
hard  exudates  at  or  within  500  pm  of  the 
center  of  the  macula  if  associated  with 
thickening  of  the  adjacent  retina,  or  a zone  or 
zones  of  retinal  thickening  one  disc  area  in 
size  at  least  part  of  which  is  within  one  disc 
diameter  of  the  center  of  the  macula.22,25'27 
CSME  is  a clinical  diagnosis.  It  is  observed 
with  the  use  of  stereo  slit  lamp  biomicroscopy 
and  does  not  necessitate  the  use  of 
intravenous  fluorescein  angiography.28 

Patient  visual  acuity  is  not  considered 
part  of  the  criteria  for  CSME,  although 
caution  is  recommended  when  treating  20/20 
eyes.  Treatment  of  macular  edema  that  is  not 
clinically  significant  has  not  been  found  to  be 
of  value  in  visual  loss  prevention.19'21 
Treatment  of  CSME  has  been  found  to  reduce 
the  risk  of  visual  loss  and  to  improve  vision. 
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CSME  treatment  is  guided  by  the  findings  of 
intravenous  fluorescein  angiography.  Focal 
laser  treatment  is  applied  to  treatable  lesions 
— areas  of  leaking  microaneurysms  and 
abnormal  capillaries  — and  light  scatter  or 
grid  to  areas  of  diffuse  leakage  not  attributed 
to  focal  microaneurysms  or  abnormal 
capillaries.25,26 

High-risk  PDR  is  defined  as  the  presence 
of  new  vessels  on  or  within  one  disc  diameter 
of  the  optic  nerve  (NVD)  greater  than  or 
equal  to  standard  photograph  10A18  (about  one- 
quarter  to  one-third  disc  area),  with  or  without 
vitreous  or  preretinal  hemorrhage,  or 
vitreous  or  preretinal  hemorrhage  accompa- 
nied by  new  vessels,  either  NVD  less  than  or 
equal  to  standard  photograph  10A,19  or  new 
vessels  elsewhere  (NVE)  greater  than  or 
equal  to  disc  area.22  The  chance  of  developing 
high-risk  PDR  increases  from  21.7  to  63.8 
percent  in  patients  having  mild  PDR  for  one 
to  five  years.  In  patients  with  moderate  PDR, 
the  risk  increases  from  45.5  to  74.7  percent  in 
one  to  five  years.22  Studies  conclude  that 
patients  with  high-risk  PDR  should  be 
treated  promptly  with  scatter  laser 
photocoagulation  outside  of  the  arcade 
(Table  4) 22,29 

Patients  with  severe  NPDR  associated 
with  intraretinal  microvascular  abnormali- 
ties and  venous  beading  have  about  a 50 
percent  risk  of  developing  PDR  over  the  next 
one  to  two  years,  and  a 20  to  25  percent  risk 
of  developing  high-risk  diabetic  retinopathy 
over  the  course  of  two  years.  As  mentioned 
before,  patients  with  PDR  who  do  not  fit  the 
criteria  for  high-risk  diabetic  retinopathy 
also  apparently  have  a 50  to  75  percent  risk 
of  developing  high-risk  PDR  over  the  next 
year.  Due  to  these  findings,  it  is  recom- 
mended that  reliable  patients  be  followed 
and  observed  at  three-month  intervals,  and 
that  laser  panretinal  photocoagulation  (PDR) 
be  promptly  initiated  when  high-risk  PDR 
occurs.22  For  patients  with  bilateral  severe 
NPDR  or  mild  proliferative  retinopathy, 
many  retina  specialists  favor  initiation  of 
PRP  in  one  eye. 

PRP  is  known  to  exacerbate  macular 
edema.  In  fact,  in  the  ETDRS,  patients  who 
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Cumulative  rate  (%)  of  high-risk 
PDR  at  visit 


Baseline  retinopathy  severity21 

1 yr 

3 yrs 

5 yrs 

Level  ^35  (mild  NPDR) 

0.8 

6.7 

15.5 

Level  43  (moderate  NPDR) 

3.3 

14.2 

26.5 

Level  47  (moderately  severe  NPDR) 

8.6 

24.4 

39.4 

Level  53a-d  (severe  NPDR) 

14.6 

39.5 

56.0 

Level  53e  (very  severe  NPDR) 

45.0 

64.9 

71.3 

Level  61  (mild  PDR) 

21.7 

48.6 

63.8 

Level  ^65  (moderate  PDR) 

45.5 

67.2 

74.7 

Total 

12.1 

28.0 

40.7 

*Includes  eight  eyes  classified  as  not  having  high-risk  proliferative  dia- 
betic retinopathy  (PDR)  by  eligibility  grading,  but  classified  as  having 
high-risk  PDR  on  subsequent  detailed  grading.  Modified  from  ETDRS 
report  number  12.22 


Table  4.  Development  of  high-risk  proliferative  retinopathy  in  all  eyes 
(assigned  to  deferral  by  baseline  retinopathy  severity  level)* 


received  early  scatter  treatment  had  an 
increased  rate  of  mild  visual  loss  from  macular 
edema,  although  they  did  have  reduced  severe 
visual  loss.22  For  this  reason,  many  retina 
specialists  recommend  aggressive  treatment  of 
CSME  in  those  patients  at  high  nsk  of 
developing  PDR  prior  to  the  initiation  of  PRP. 
CSME  is  also  treated  aggressively  prior  to,  or 
concomitant  with,  PRP  for  nonhigh-risk  PDR. 
For  patients  with  CSME  and  high-risk  PDR 
many  retina  specialists  are  reluctant  to  defer 
PRP  while  treating  CSME.  CSME  may  be 
treated  after  or  during  PRP, 

The  key  goals  of  diabetic  retinopathy 
management  are: 

1.  Development  of  a good  relationship 
with  the  primary  care  provider  to 
enhance  optimal  diabetic  control  and 
management  of  high  blood  pressure 
and  serum  lipids. 

2.  Identification  of  patients  with  CSME 
and  PDR 

3.  Treatment  of  CSME,  prior  to  PRP 
when  possible. 

4.  Treatment  of  high-risk  PDR  with 
PRP,  and  PRP  for  some  patients  as 
they  approach  high-risk  PDR 

5.  Vitreous  surgery  for  patients  who 
develop  complications  of  PDR  such  as 
macular  traction  detachment  or 
nonclearing  vitreous  hemorrhage. 


6.  Low  vision  re- 
habilitation for 
patients  who 
do  not  respond 
to  treatment. 

It  is  hoped  that  with 
better  screening  and 
earlier  detection  and 
treatment,  diabetic 
retinopathy  may  be 
prevented  or  con- 
trolled. Because  of  the 
availability  of  effective 
treatment,  the  Ameri- 
can Academy  of  Oph- 
thalmology initiated 
the  long-term  educa- 
tion project,  Diabetes 
2000. 30  The  project  was 
designed  to  increase 
the  speed  with  which  research  findings  are 
translated  into  medical  and  surgical  benefits 
for  the  American  public.  The  primary  goal  of 
Diabetes  2000  is  the  elimination  of  treatable 
diabetic  blindness  by  the  year  2000.  It  is 
hoped  that  Diabetes  2000  will  close  the  gap 
between  advances  in  research  and  changes  in 
treatment  patterns.  Drs.  Ronald  E.  Smith 
and  Arnall  Patz,  leaders  of  the  American 
Academy  of  Ophthalmology,  stated  the 
following:  “As  ophthalmologists,  we  are  the 
physicians  uniquely  qualified  to  diagnose 
and  treat  diabetic  retinopathy.  By  continu- 
ously updating  our  medical  knowledge  of  this 
multisystem  disorder,  and  by  forging  part- 
nerships with  primary  care  physicians  for 
more  effective  and  efficient  management  of 
these  patients,  we  have  an  even  greater 
opportunity:  we  can  significantly  reduce 
blindness  due  to  diabetes  by  the  year  2000. ”30 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


Unparalleled 


We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 

CT  Scan 

Low-dose  mammography 

OB  and  general  ultrasound 

Color  Doppler  ultrasound 

Fluoroscopy 

- - — General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-l  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


service 

accuracy 

convenience 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


RADIOGRAPH  OF  THE  MONTH 


James  Lally,  MD 


The  contrast-enhanced  CT  section  of  the  thorax  is  of  a 27-year-old  woman  with  a pre- 
existing condition  who  presented  to  an  emergency  room  with  chest  pain.  What  is  the 
diagnosis? 


Dr.  Lally  is  a radiologist  at  Christiana  Hospital  in  Newark, 
Delaware 
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Diagnosis  — Type  A Aortic  Dissection 

An  axial  CT  section  of  the  thorax  below  the  level  of 
the  carina  was  acquired  by  spiral  CT.  The  scan 
shows  a dilated  ascending  aorta  with  an  intimal 
flap;  as  well,  an  intimal  flap  is  noted  in  the 
descending  aorta.  This  patient  with  Marfan's 
syndrome  successfully  recovered  from  emergency 
surgery  that  followed  the  CT  scan. 

Sir  William  Osier  observed:  “there  is  no 
disease  more  conducive  to  clinical  humility  than 
aneurysm  of  the  aorta;”  it  is  likely  that  his  maxim 
included  acute  aortic  dissection.  Because  of  its 
protean  clinical  manifestations,  this  uncommon 
but  important  disorder  continues  to  challenge  the 
most  astute  of  clinicians.  Although  originally 
described  by  Morgagni  and  Laennec  in  the  late 
18th  and  early  19th  centuries,  it  was  not  until  the 
mid  20th  century,  when  surgical  therapy  was 
introduced,  that  a more  frequent  antemortem 
diagnosis  was  made 

Acute  aortic  dissection  is  the  most  common 
catastrophe  involving  the  aorta;  it  is  twice  as 
common  as  ruptured  abdominal  aortic  aneurysm.  It 
is  most  often  seen  in  men  past  the  age  of  50.  A 
number  of  conditions  predispose  to  aortic 
dissection;  these  include:  hypertension,  Marfan’s 
syndrome  (as  in  the  patient  presented),  coarctation 
of  the  aorta,  and  bicuspid  aorta 

An  understanding  of  the  pathogenesis  of  aortic 
dissection  serves  as  the  framework  for  the  clinical 
classification  systems  and  as  the  foundation  of 
therapy.  In  most  cases,  a tear  in  the  intima,  usually 
several  centimeters  beyond  the  aortic  valve, 
precipitates  the  potentially  lethal  event;  this  then 
allows  blood  to  surge  into  the  media.  A hematoma 
then  propagates  a variable  distance  along  the  aortic 
wall.  Less  often,  local  factors  allow  the  formation 
of  a local  hematoma  which  then  ruptures  through 
the  media.  De  Bakey  recognized  three  types  of 
aortic  dissection.  The  De  Bakey  Type  I dissection 
involves  both  the  ascending  and  descending  aorta; 
Type  II  involves  only  the  ascending  aorta.  The  type 
III  dissection  involves  only  the  descending 
thoracic  aorta;  the  point  of  origin  is  invariably  just 
distal  to  the  left  subclavian  artery.  The  simplified 
Stanford  classification  of  Type  A,  ascending  aortic 
dissection  and  Type  B,  descending  aortic 
dissection,  allows  triage  of  patients  according  to 
therapy;  Type  A dissections  are  considered  for 


emergency  surgery,  Type  B dissections  are  most 
often  treated  medically.  The  incidence  of  Type  A 
and  Type  B aortic  dissection  is  equal. 

Severe  lancinating  chest  pain  is  the  foremost 
symptom  of  acute  aortic  dissection.  A number  of 
important  clinical  signs  may  provide  a clue  to  the 
diagnosis.  These  include:  neurological  deficits, 
diminished  pulses,  aortic  regurgitation,  mesenteric 
ischemia  and  cardiac  tamponade.  Rarely  painless 
aortic  dissection  may  occur;  such  cases  may 
account  for  the  incidental  imaging  of  aotic 
dissection 

Since  the  mortality  of  untreated  Type  A aortic 
dissection  is  1 percent  per  hour  during  the  first  48 
hours,  it  is  imperative  that  the  diagnosis  be  made 
quickly  and  accurately. 

Although  the  chest  radiograph  is  often 
abnormal  in  aortic  dissection,  it  rarely  allows  a 
confident  diagnosis.  Such  findings  as  widened 
mediastinum  altered  aortic  contour,  or  displaced 
intimal  calcification  are  not  specific  enough 
observations  on  which  to  base  therapy. 

Aortography  has  long  been  considered  the  gold 
standard  in  the  diagnosis  of  aortic  dissection;  in 
recent  years,  though,  it  has  lost  its  luster  in  the  face 
of  alternative  imaging  techniques.  The  nonin vasive 
or  less  invasive  techniques  have  shown  unsus- 
pected errors  in  the  aortographic  diagnosis  of  aortic 
dissection.  However,  thoracic  aortography  often 
correctly  defines  the  entry  site,  intimal  flap,  branch 
vessel  occlusion  and  aortic  regurgitation  that  are 
essential  in  diagnosing  a dissected  aorta.  A false 
negative  diagnosis  of  aortic  dissection  is  more 
likely  if  the  false  lumen  is  thrombosed;  this  occurs 
in  13  percent  of  cases.  Since  it  may  not  be 
immediately  available  and  because  it’s  invasive, 
aortography  has  assumed  a supplementary  role  in 
the  diagnosis  of  aortic  dissection  at  many 
institutions. 

CT  has  a reported  sensitivity  of  88-100  percent 
and  a specificity  of  92-100  percent  in  the  diagnosis 
of  aortic  dissection.  Rarely,  an  unenhanced  CT 
scan  may  show  an  intimal  flap;  occasionally,  a 
hyperdense  thrombus  may  be  seen  in  the  false 
channel.  A technically  optimal  contrast-  enhanced 
scan  is  essential  for  an  accurate  diagnosis  of  aortic 
dissection.  A frequent  cause  of  a false  negative 
examination  is  inadequate  contrast  opacification. 
Spiral  or  helical  CT  scanning  will  likely  improve 
visualization  of  an  aortic  dissection  The  disadvan- 
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tages  of  CT  scanning  are  its  inability  to  detect 
aortic  regurgitation  as  well  as  its  decreased 
sensitivity  In  detecting  branch  vessel  involvement. 

Since  it  does  not  utilize  intravenous  contrast  or 
ionizing  radiation,  MRI  quickly  became  an 
alternative  imaging  tool  in  the  diagnosis  of  aortic 
dissection  during  the  1980s.  Its  high  sensitivity  and 
specificity  as  well  as  its  multiplanar  capability  are 
such  that  many  observers  now  believe  it  is  the  gold 
standard  in  the  diagnosis  of  aortic  dissection. 
Several  drawbacks  include:  limited  availability, 
relatively  high  cost,  exclusion  of  patients  with 
pacemakers  and  the  difficulty  of  monitoring 
patients  while  within  the  magnet. 

Several  studies  employing  transesophageal 
echocardiography  (TEE)  have  demonstrated  a 
sensitivity  of  97  to  100  percent  in  identifying  an 
intimal  flap  and  a 77  to  87  percent  sensitivity  in 
detecting  entry  sites.  Although  it  is  limited  in 
evaluating  the  upper  ascending  aorta  and  the 
proximal  aortic  arch,  TEE  is  accurate  in 
identifying  aortic  regurgitation  and  pericardial 
effusion.  It  is  minimally  invasive,  requires 
sedation  and  is  contraindicated  in  patients  with 
esophageal  disease. 

In  determining  the  study  of  choice  in  imaging 
aortic  dissection,  the  needs  of  the  examining 
physician  and  surgeon  must  be  balanced  with  the 
availability  of  specific  imaging  techniques  and 
individual  institutional  experience  and  expertise. 

Bibliography 

1.  Crawford  ES  The  diagnosis  and  management  of  aortic 
dissection.  JAMA  264:  2537-2541;  1990. 

2.  DeSanctis  RW,  Doroghazi  RM,  Austen  WG,  et  al.  Aortic 
dissection.  NEJM  317:1060-1066;  1987. 

3.  Nienaber  CA,  von  Kodolitsch  Y,  Nicolas  V,  et  al.  The 
diagnosis  of  thoracic  aortic  dissection  by  noninvasive 
imaging  procedures.  NEJM  328;  1-9;  1993. 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1.5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality'  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  P.A. 

Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  1 97 1 3 • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Directof  Joseph  R.  Peacock,  M.D.,  Co-Director 


Del  Med  Jrl,  July  1994,  Vol  66,  No  7 


393 
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Delaware  doctors— and  counting, 


Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 


It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 


Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 


To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 
at  1-800-382-1378. 


exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 


SPECIAL  REPORT 


Consensus  Paper  on  The  Health  Security  Act  (HR3600/S1757) 
Medical  Society  of  Delaware  Ad  Hoc  Committee 
to  Review  the  Clinton  Health  Care  Reform  Plan 


The  Ad  Hoc  Committee  to  Review  the  Clinton 
Health  Reform  Plan  was  formed  by  the 
Medical  Society  of  Delaware  in  early  1993  to 
evaluate  and  respond  to  health  reform 
proposals  being  developed  by  the 
Administration’s  health  reform  committee 
chaired  by  Hillary  Rodham  Clinton.  The 
release  of  the  Clinton  “working  draft”  was 
delayed  until  September  7,  1993,  with 
publication  of  the  actual  plan,  the  Health 
Security  Act,  in  October.  While  awaiting  the 
release  of  the  Clinton  plan,  the  Ad  Hoc 
Committee  was  convened  to  draft  a health 
care  reform  plan  for  the  Medical  Society  of 
Delaware.  This  plan  was  subsequently 
merged  with  a similar  plan  developed  by  the 
Association  of  Delaware  Hospitals  and 
formally  adopted  by  the  House  of  Delegates 
of  the  Medical  Society  of  Delaware  at  its 
annual  meeting  in  November  1993. 

As  basic  principles  of  health  care  reform, 
the  Society/ADH  plan  provides  for  universal 
access  to  a standard  health  insurance 
benefits  package  through  an  employer  based 
mandate,  while  preserving  the  right  of  every 
American  the  choice  of  health  care  plans, 
physicians,  and  hospitals.  Universal  cover- 
age, the  keystone  of  the  Health  Security  Act, 
is  an  essential  goal  of  health  care  reform 
strongly  supported  by  the  Medical  Society  of 
Delaware.  We  strongly  believe  that  any 
serious  reform  effort  should  begin  with  the 
underlying  premise  that  health  care  cover- 
age, which  provides  for  the  prevention, 
treatment  and  rehabilitation  of  acute  and 
chronic  diseases  and  disabilities,  must  be 
extended  to  all  Americans. 
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The  Ad  Hoc  Committee’s  critique  of  the 
Health  Security  Act  follows.  Those  provi- 
sions of  the  Act  which,  following  careful 
deliberation  represent  the  Committee’s 
concerns,  are  noted. 

Health  Care  Alliances 

Regional  or  state-wide  alliances  are  to  be 
established  throughout  the  country  by 
January  1,  1998.  Health  alliances  as 

envisioned  by  the  Health  Security  Act  appear 
to  be  highly  bureaucratic  with  excessive 
regulatory  power.  In  establishing  contracts 
with  certified  health  plans,  the  premium 
from  an  alliance  to  a health  plan  cannot 
exceed  120  percent  of  the  average  paid  to  all 
health  plans.  An  alliance  must  offer  at  least 
one  fee-for-service  plan,  as  long  as  that  plan 
does  not  exceed  the  120  percent  threshold. 
This  restriction  on  premium  payments  may 
adversely  select  against  the  offering  of  fee- 
for-service  plans.  Also,  by  definition,  the 
alliance  board  may  not  include  physicians. 
This  exclusion  of  physicians  from  meaningful 
input  in  the  policies  and  operations  of  the 
alliances  is  tantamount  to  exclude  attorneys 
from  the  Supreme  Court. 

National  Health  Board 

The  powers  of  the  National  Health  Board  as 
envisioned  under  the  Health  Security  Act  are 
much  too  broad.  For  example,  the  National 
Health  Board  will  have  the  power  to 
unilaterally  change  the  comprehensive 
benefit  package.  It  is  recommended  that  the 
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benefit  package  only  be  changed  upon 
Congressional  approval.  The  National  Health 
Board  will  also  be  responsible  for  establish- 
ing premium  caps.  Again,  there  is  no 
oversight  or  review  of  this  process  being 
independently  carried  out  by  the  National 
Health  Board.  Premium  caps  represent 
merely  an  attempt  to  impose  price  controls 
on  the  health  care  system  and  will  not  work. 
Changes  in  disease,  demographics  and 
demand  for  services  need  to  be  taken  into 
consideration  in  developing  the  health  care 
budget.  The  Federal  Health  Board  repre- 
sents an  excessive  layer  of  new  bureaucracy 
with  significant  control  over  the  states.  It 
appears  as  though  the  federal  government 
can  pre-empt  the  responsibility  for  the 
health  care  delivery  system  for  each  of  the 
states  through  the  National  Health  Board  by 
withholding  funds  from  the  states  for  the 
development  of  the  alliances  and  requiring 
the  payment  of  surcharges.  The  National 
Health  Board  will  likely  result  in  inefficient 
and  costly  new  health  care  bureaucracy 
administered  at  the  federal  level. 

Health  Plans 

Large  employers  are  not  required  to  contract 
with  health  plans  through  the  health 
alliances.  For  ease  of  administration,  it  may 
be  appropriate  for  large  employers  to  be 
granted  this  opt-out  provision,  as  long  as  the 
same  community  rated  premium  applies. 

Comprehensive  Benefit  Package 

The  Comprehensive  Benefit  Package  pro- 
vides for  a wide  range  of  services.  Generally, 
the  benefit  plan  is  viewed  as  generous  and, 
perhaps,  overly  so  in  mental  health  and 
substance  abuse  services.  With  regard  to  the 
cost  sharing,  the  plan  provides  for  indexing 
the  dollar  amounts  related  to  deductibles,  co- 
payments or  other  out-of-pocket  expenses  to 
the  general  health  care  inflation.  Indexing 
according  to  inflation  is  not  appropriate,  as  it 
does  not  reflect  the  health  care  needs  of  the 
population. 
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Balance  Billing 

The  Health  Security  Act  prohibits  balance 
billing  by  physicians  for  services  provided 
beyond  the  basic  benefit  package.  This 
restriction  would  apply  to  fee-for-service 
plans.  In  the  interests  of  preserving  patient 
choice  and  quality  medical  care,  it  is 
essential  that  patients  be  allowed  to  obtain 
services  outside  the  basic  benefit  package 
with  sufficient  prior  notice  of  fees  they  would 
incur  by  doing  so. 

Scope  of  Practice 

The  Health  Security  Act  provides  for  the 
override  of  restrictive  state  practice  laws, 
such  that  no  state  may  restrict  any  class  of 
health  providers  beyond  what  is  justified  by 
their  skill  and  training.  The  need  to  fully 
utilize  the  skill  level  and  training  of  allied 
health  professionals  is  clearly  supported,  but 
must  be  within  necessary  limits  of  appropri- 
ate physician  supervision  and  collaboration. 

Medicare 

The  exclusion  of  the  Medicare  Program  is 
seen  as  a major  flaw  in  the  plan.  Keeping 
Medicare  outside  of  any  universal  health 
system  will  only  aggravate  the  phenomenon 
of  cost  shifting,  which  artificially  raises  the 
current  cost  of  private  insurance. 

The  Health  Security  Act  appears  to 
create  intrinsic  pressures  to  convert  tradi- 
tional Medicare  fee-for-service  to  a managed 
care  program  in  which  payment  methodolo- 
gies would  increase  provider  risk  sharing. 
Segregating  older  and  sicker  patients  into 
managed  care  may  create  pressures  to 
provide  limited  or  substandard  care  to  the 
Medicare  population.  While  managed  care  in 
theory  is  supported,  it  should  be  noted  that 
managed  care  has  never  been  proven  to  be 
more  efficient  than  the  fee-for-service 
system.  Incentives  to  potentially  provide  less 
care  to  a frail,  elderly  population  is  cause  for 
concern.  Title  IV  of  the  Act  appears  to  place 
certain  restrictions  on  prescribing  medica- 
tions for  the  Medicaid  population  other  than 
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those  approved  by  the  FDA  for  certain 
indications.  Section  1122  of  Title  I does  not 
provide  for  the  same  restrictions  for  the 
general  population,  but  allows  the  use  of 
medically  accepted  medications  based  on 
supportive  clinical  evidence  in  peer  reviewed 
medical  literature.  Physicians  should  not  be 
restricted  from  prescribing  any  medications 
the  physician  feels  are  appropriate  given  the 
unique  needs  of  the  patient.  Medicare 
patients  should  enjoy  the  same  access  to 
medically  accepted  medications  as  provided 
for  the  general  public  elsewhere  in  the  Act. 
Generally,  it  is  viewed  as  inappropriate  for 
decisions  of  clinical  judgement  such  as 
prescribing  medications  and  treatment  pro- 
tocols to  be  regulated  by  statute.  Flexibility 
should  be  provided  to  Accountable  Health 
Plans  for  establishing  appropriate  clinical 
pathways  and  standards  of  care,  as  devel- 
oped by  local  physicians. 

Of  further  concern  is  the  tendency  to 
decrease  the  rate  of  growth  of  Medicare 
expenditures  through  decreasing  reimburse- 
ment for  cognitive  services.  Health  care  costs 
will  ultimately  be  lowered  if  primary  care 
physicians  are  paid  appropriately  for  office 
based  consultations. 

Coverage  of  Outpatient 
Prescription  Drugs 

The  Health  Security  Act  provides  for  the 
addition  of  pharmaceuticals  in  the  standard 
benefit  package  for  Medicare.  The  cost  of 
adding  such  an  expensive  benefit  is  not  clearly 
accounted  for  in  the  Health  Security  Act.  Also, 
the  Secretary  of  Health  and  Human  Services  is 
given  a great  amount  of  power,  such  as 
regulating  appropriate  prescribing  and  dis- 
pensing practices,  regulating  prices  and 
rebates,  civil  penalties,  exclusion  of  drugs  from 
coverage,  and  prior  approval  for  prescribing  or 
dispensing  drugs  deemed  to  be  too  expensive. 
Also,  of  significant  concern  is  the  authority  of 
the  Secretary  of  DHHS  to  place  restrictions  on 
the  prescribing  ability  of  physicians  through 
establishing  a program  of  identifying  unneces- 
sary or  inappropriate  prescribing  or  dispens- 
ing practices. 


Medicaid 

The  Act  appears  to  state  that  Medicaid  would 
not  be  required  to  conform  to  a standard 
benefit  package  under  health  care  reform. 
This  is  a major  mistake;  everyone  in  the 
country  should  be  covered  by  the  same  basic 
package.  Also,  the  Act  provides  for  increas- 
ing the  eligibility  for  children  under 
Medicaid  to  133  percent  of  the  poverty  rate. 
Currently  in  Delaware,  we  are  at  185  percent 
of  the  poverty  level  and  Medicaid  benefits 
under  the  new  reform  plan  should  be 
consistent  with  levels  available  in  Delaware. 
Further,  benefits  under  Medicaid  for  adults 
should  be  expanded  to  between  185  and  200 
percent  of  the  poverty  level  so  the  gaps  in 
employer-provided  health  insurance  can  be 
filled,  resulting  in  universal  coverage. 
Medicaid  payments  should  also  be  based  on 
community  rate  premiums,  as  with  other 
employer  based  coverage.  Federal  increases 
in  Medicaid  funding  will  be  tied  to  an  index 
measuring  health  care  inflation  plus  one 
percent.  This  is  viewed  as  a fair  way  to  index 
the  increase  in  Medicaid  payments.  Else- 
where in  the  Act,  however,  the  general  CPI  is 
used,  which  is  inappropriate  and  unfair. 
Payment  increases  as  used  throughout  the 
Act  should  be  consistent  and  should  reflect 
legitimate  increases  of  health  care  costs 
relative  to  the  CPI.  In  addition,  the  Health 
Security  Act  provides  for  an  incentive 
payment  for  Medicaid  of  five  percent  for 
states  adopting  a single  payer  system,  which 
represents  an  inappropriate  incentive  for 
one  particular  health  reform  model. 

Public  Health 

Strong  support  is  given  to  the  intent  of  the 
Health  Security  Act  in  recognizing  the  need 
to  strengthen  the  nation’s  public  health 
system.  The  provision  for  comprehensive 
school  education  and  school-related  health 
services  is  also  to  be  strongly  supported  with 
the  proviso  that  the  scope  of  services 
rendered  in  a school  health  setting  should  be 
focused  care,  based  on  the  specific  needs  of 
the  adolescent  population  and  not  serve  as  a 
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replacement  for  primary  care  physicians. 
Also,  there  is  concern  that  the  funding  for 
public  health  may  not  be  secure  as  it  is 
subject  to  annual  Congressional  appropria- 
tions rather  than  an  entitlement  under  the 
provisions  of  the  Health  Security  Act. 

Individual  Responsibility 

Although  stated  as  one  of  the  President’s  seven 
principles  of  health  reform,  the  Health 
Security  Act  does  not  provide  for  meaningful 
responsibility  on  the  part  of  the  individual 
utilizing  the  health  care  system  in  an  efficient 
and  cost  effective  manner.  Programs  should  be 
instituted  that  provide  such  incentives  for 
healthy  lifestyle  and  efficient  use  of  health 
services.  Employer-sponsored  contributions  to 
IRAs  on  a pre-tax  basis  could  be  a vehicle  for 
achieving  this  goal. 

Tort  Reform 

The  Health  Security  Act  contains  several 
provisions  for  tort  reform  which  begin  to 
address  this  important  subject  in  a meaningful 
way.  Specifically,  the  requirement  for  certifi- 
cate of  merit  is  excellent  and  is  similar  to  what 
the  Medical  Society  introduced  in  the 
Delaware  legislature  in  the  past.  Also,  the  idea 
of  mandatory  arbitration  is  a good  one; 
however,  the  arbitration  should  also  be  binding 
or  else  defense  costs  will  be  increased  by 
creating,  in  essence,  two  trials.  Arbitration 
should  be  mandatory  and  binding  with  access 
to  the  courts  strictly  limited.  The  proposal  for  a 
pilot  program  applying  practice  guidelines  to 
medical  liability  actions  is  an  excellent 
suggestion.  Pilot  programs,  however,  are 
probably  not  necessary  since  such  guidelines 
have  already  worked  well  in  reducing 
malpractice  suits  in  the  specialties  of 
anesthesiology  and  emergency  medicine. 
Finally,  the  proposal  in  the  Act  to  limit 
attorneys’  fees  to  33  percent  is  inadequate. 
Delaware  already  has  greater  constraints  on 
attorneys’  fees  in  malpractice  suits. 

Administrative  Simplification 

The  Health  Security  Act  pays  lip  service  to 
solving  the  increasingly  burdensome  admin- 
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istrative  hassles  imposed  upon  physicians  by 
third  party  payers  and  the  government.  It  is 
highly  doubtful  the  federal  government  can 
be  effective  in  achieving  this  worthy  goal. 
For  example,  the  results  of  the  federal 
government’s  efforts  to  standardize  the 
Internal  Revenue  System’s  rules,  regula- 
tions and  reporting  mechanisms  has  resulted 
in  a body  of  regulations  that  occupy  32  feet  of 
shelf  space.  There  is  need  for  legislation 
establishing  a comprehensive  information 
system  to  allow  for  administrative  efficien- 
cies, detailed  outcome  studies  and  quality 
reviews. 

Fraud  and  Abuse 

The  federal  fraud  and  abuse  investigations 
under  Medicare  and  Medicaid  will  be  applied 
to  all  payers.  The  imposition  of  criminal  and 
civil  penalties,  including  imprisonment,  is 
extremely  onerous.  The  carryover  to  all 
private  as  well  as  public  plans  for  fraud  and 
abuse  penalties  with  the  resulting  exclusion 
from  all  plans  is  too  harsh.  Some  of  the 
offenses  may  be  technical  in  nature  and 
would  lead  to  total  exclusion  from  all  plans, 
which  would  essentially  put  a provider  out  of 
business.  There  ought  to  be  some  limitation, 
perhaps  only  to  the  plan  for  which  minor 
offenses  were  proven. 

The  mandatory  exclusions  and  minimum 
period  of  exclusion  of  five  years  is  excessive. 
A more  appropriate  minimum  period  of 
exclusion  would  be  30  to  90  days  with  a 
sliding  scale  of  up  to  five  years  based  upon 
the  seriousness  of  the  offense.  The  claim  of 
discriminating  on  the  basis  of  medical 
condition  could  easily  be  misconstrued  and 
could  lead  to  severe  penalties.  There  may  be 
some  illnesses  that  are  beyond  a given 
provider’s  expertise  to  which  the  provider 
would  refuse  care  for  those  medical 
conditions,  and  refer  all  such  patients.  There 
should  not  be  a penalty  under  the  fraud  and 
abuse  regulations  for  such  appropriate 
referrals. 

The  provision  allowing  the  Secretary  to 
proceed  with  an  action  against  a provider, 
even  if  time  for  comment  by  the  Attorney 
General  and  the  Secretary  has  past,  is 
unfair,  and  there  should  be  a strict  statute  of 
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limitations  beyond  which  charges  of  fraud 
could  not  be  brought. 

Behavioral  Offsets 

The  Act  provides  for  the  imposition  of  a 
behavioral  offset  for  anticipated  increased 
volume  of  services  provided  by  physicians 
allegedly  resulting  from  decreases  in  reim- 
bursement. There  is  no  apparent  legal  limit 
to  the  reduction  of  payments  the  Federal 
Health  Board  could  apply  to  physician 
reimbursement  as  a behavioral  offset.  This 
policy  appears  arbitrary  and  without  basis  in 
fact  or  actual  experience. 

Variations  in  Practice 

The  Act  provides  for  the  establishment  of  an 
Advisory  Commission  to  eliminate  any 
variations  in  regional  costs  resulting  from 
variations  in  the  way  medicine  is  practiced  in 
different  regions  of  the  United  States.  This 
may  become  an  obtrusive  effort  to  require  all 
physicians  to  practice  in  the  same  way  across 
the  country  by  imposing  financial  restric- 
tions and  penalties. 

Limitations  on  Physician  Self-Referral 

With  better  data  collection  and  practice 
guidelines,  the  appropriate  use  of  resources 
should  define  appropriate  amounts  of  self- 
referral or  any  referrals,  for  that  matter,  and 
thus,  self-referrals  should  not  be  prohibited 
under  the  plan.  Further,  it  has  not  been 
disproved  by  any  studies  on  this  issue  that 
patients  receiving  care  under  direct  referral 
may,  in  fact,  receive  better  care. 

Quality  Management  and  Improvement 

The  15-member  National  Quality  Manage- 
ment Council  will  be  selected  by  the  National 
Health  Board.  There  is  concern  that  this 
represents  a closed  system,  as  the  members 
of  the  National  Health  Board  are  appointed 
by  the  President.  There  is  very  little,  if  any, 
opportunity  for  physicians  through  their 
professional  societies  to  participate  in  this 
important  quality  management  oversight 
group.  At  a minimum,  ex-officio  positions  for 


physicians  representing  the  major  medical 
societies  should  be  represented. 

Health  Benefits  Program 
for  Federal  Employees 

While  the  Act  provides  that  Federal 
employees  should  receive  the  “same  treat- 
ment as  non-Federal  employees,”  the  Act  also 
provides  that  the  Federal  Government  may 
offer  supplemental  plans  to  Federal  employ- 
ees as  an  option  and  may  make  a contribution 
toward  the  premium  for  such  supplemental 
benefits.  Employees  currently  receiving 
benefits  will  be  eligible  to  enroll  in  the 
FEHBP  supplemental  plans  paid  for  by  the 
government.  This  provides  for  a double 
standard,  since  supplemental  benefits  can- 
not be  provided  and  paid  for  through  a 
corporate  alliance. 

Health  Services  for  Medically 
Underserved  Populations 

The  Health  Security  Act  provides  for  a fairly 
extensive  program  of  grants  for  health  plans 
serving  traditionally  underserved  popula- 
tions, such  as  migrant  workers  and  illegal 
aliens,  who  will  not  be  covered  under  the 
Clinton  plan.  These  grants  will  run  out  after 
the  year  2000  and  will  require  subsequent 
legislation  for  their  continuation.  It  is 
recommended  the  Act  be  amended  to  provide 
for  a perpetuation  clause  to  allow  for  the 
continuation  of  funding  after  the  year  2000. 
Further,  organizations  that  drop  out  of  this 
grant  program  in  less  than  20  years  would  be 
required  to  return  payment  of  the  grant 
funds  in  full.  While  this  is  a good  idea  in 
concept,  repayment  in  full  would  be  unfair. 
Rather,  it  is  recommended  that  payment  be 
returned  on  a prorated  basis.  The  Act  also 
provides  for  a comprehensive  school  health 
education  program,  backed  by  a substantial 
investment  of  funds.  While  this  is  a very 
positive  and  beneficial  program,  demonstra- 
tion of  cost  effectiveness  in  the  long  term 
should  be  required.  It  is  hoped  local  politics 
will  not  be  allowed  to  preclude  reasonable 
education  of  school-aged  children. 
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Long-Term  Care  Insurance 

Qualified  long  term  care  insurance  policies 
under  the  Act  will  be  treated  as  standard 
accident  or  health  insurance.  Concerns 
under  this  section  include  the  possibility  of 
using  nonphysicians  as  gatekeepers  for 
services  rendered  under  long  term  care. 
Elsewhere  in  the  Act  there  are  provisions  to 
remove  barriers  for  nonphysician  providers. 
While  the  use  of  nonphysician  providers 
under  the  supervision  of  a physician  is 
viewed  as  essential,  the  use  of  nonphysician 
providers  as  gatekeepers  would  be  danger- 
ous. Likewise,  the  Act  provides  that  relatives 
of  those  in  nursing  homes  who  are  primary 
care  givers  can  be  compensated  for  rendering 
care  to  family  members.  This  has  been 
expressly  prohibited  under  Medicare  in  the 
past  and  should  continue  to  be  disallowed 
under  health  reform. 

Commission  on  Integration 
of  Health  Benefits 

The  Health  Security  Act  provides  for  a 
commission  to  study  the  inclusion  of  auto  and 
workers  compensation  health  benefits  in  the 
universal  reform  plan.  This  is  viewed  as 
unnecessary,  as  the  integration  of  such 
benefits  should  be  incorporated  from  the 
outset.  It  is  also  noted  throughout  the  Act 
that  the  Department  of  Labor  is  involved  in 
partial  administration  of  the  reform  plan.  It 
is  recommended  the  Department  of  Health 
and  Human  Services  should  exclusively  have 
the  oversight  of  the  health  reform  plan, 
thereby  reducing  needless  bureaucracy. 

Early  Retirement  Health  Benefits 

Under  the  Health  Security  Act  the  federal 
government  will  be  responsible  for  all  health 
benefits  for  those  who  retire  from  employ- 
ment prior  to  Medicare  eligibility.  In  view  of 
current  accounting  practice  of  reflecting 
future  retiree  health  costs  on  current 
corporate  balance  sheets,  there  will  be  a 
tremendous  incentive  for  corporations  to 
encourage  early  retirement.  This  is  viewed 
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as  unfair  to  the  individual,  counterproduc- 
tive to  the  country’s  economy  and  prohibi- 
tively expensive  for  the  federal  government. 

Creating  a New  Health  Work  Force 

The  Health  Security  Act  provides  direct 
involvement  by  the  federal  government 
through  a new  National  Council  on  Graduate 
Medical  Education  to  mandate  and  regulate 
the  composition  of  the  nation’s  medical  work 
force.  The  National  Council  has  the  potential 
for  being  disruptive  to  the  existing  health 
care  delivery  system  by  not  accommodating 
the  more  gradual  changes  which  would 
result  from  a market  place  intervention  in 
the  composition  of  medical  specialties. 
Proper  implementation  of  the  RBRVS 
concept  would  do  more  to  change  the 
maldistribution  of  physicians,  both  by 
specialty  and  geographic  location,  than 
would  edicts  emanating  from  a National 
Council. 

Academic  Health  Centers 

The  Clinton  health  plan  creates  a vehicle 
whereby  academic  health  centers  will  be 
subject  to  micromanagement  by  the  federal 
government.  The  mission  of  academic  health 
centers  is  multifaceted  and  must  be  sensitive 
to  market  factors.  There  is  very  real  danger 
that  the  political  process  may  eventuate  in 
relatively  few  academic  health  centers  being 
placed  in  unduly  influential  and  powerful 
positions  relative  to  that  which  they  need  to 
occupy  in  a well-integrated  health  care 
system  responsive  to  the  medical  market 
place. 

Disproportionate  Share 
Hospital  Allowances 

Disproportionate  share  hospital  allowances 
will  be  ended  under  the  Health  Security  Act 
without  any  clear  risk  adjustment  formula. 
This  would  lead  one  to  believe  that  hospitals 
which  incur  a disproportionate  share  of  the 
medically  indigent  will  not  be  adequately 
compensated.  Disproportionate  hospital  share 


Del  Med  Jrl,  July  1994,  Vol  66,  No  7 


Special  Report 


allowances  should  remain  in  place  until  a 
utilization  track  record  for  at-risk  popula- 
tions is  established. 

Veterans’  Administration  System 

The  VA  System  should  only  be  maintained  if 
it  can  be  proven  that  the  costs  of  providing 
care  within  the  VA  System  is  competitive 
with  the  costs  of  providing  care  in  the  private 
system. 

Tax  on  Cigarettes 

The  Health  Security  Act  would  exempt 
cigarettes  sold  through  vending  machines 
from  the  excise  tax  on  tobacco  products.  It  is 
not  at  all  clear  why  such  exemption  would  be 
granted.  It  is  strongly  felt  that  such 
exemption  should  be  removed. 

January  31,  1994 
March  1,  1994 
April  12,  1994 
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Our  professional  staff  is  dedicated  to  providing 
the  highest  quality  imaging  services. 
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(302)  654-5300 
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Wilmington,  DE  19803 
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At  VNA,  we  are  witnessing  the  birth  of  a new 
generation  in  the  health  care  industry. 

Home  health  care  is  a fast'growing  member  of  this  industry  and  our  Specialty  Care 
Services  were  created  to  grow  with  the  changing  needs  of  patients.  Our  highly  specialized 
home  care  teams  are  ready  to  pick  up  where  the  hospital  leaves  off.  Services 
include  Obstetrics,  Neonatology,  Pediatrics,  Oncology,  HIV/AIDS,  IV.  Therapies 
and  Rehabilitation.  VNA  is  a high  quality,  low  cost  resource  for  your  family. 

By  discovering  VNA  Specialty  Care  Services,  you  can  look  forward  to  a brighter, 
healthy  future.  And  surely  that’s  something  that  will 
put  a smile  on  your  face.  Call  (302)  323^8200  for  more 
information... we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 
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Association 

IdelawareI  of  Delaware 


HEALTH  CARE 


SPECIAL  REPORT 


Medical  Society  of  Delaware  Insurance  Services,  Inc. 
Report  to  the  Stockholders 


William  H.  Duncan,  MD 


(Editor’ s Note:  This  is  the  fourth  in  a series  of 
articles  about  the  Society’s  insurance  subsidiary. 
The  first  article  [Del  Med  Jrl,  July  1993]  described 
the  first  10  years  of  MSDIS,  its  current  status, 
organization  and  future  plans.  The  second  article, 
and  those  following,  describe  the  different 
insurance  products  offered  by  the  subsidiary.) 

The  UNUM  Life  Insurance  Company  is  one  of 
MSDIS’  primary  insurance  firms  providing 
disability  income  and  business  overhead  expense 
contracts  to  physicians.  In  selecting  a company 
such  as  UNUM,  the  Medical  Society  of  Delaware 
Insurance  Services,  Inc.  (MSDIS),  looks  for 
product  value,  contract  features,  company  finan- 
cial stability  and  business  longevity  to  insure  that  a 
purchase  decision  by  a Delaware  doctor  will  be  as 
secure  as  possible.  UNUM  fulfills  all  these 
qualities. 

The  Company  was  founded  in  1848,  holds  over 
$10  billion  in  total  assets  and  ranks  first  in  overall 
disability  insurance  in  force.  They  are  also  rated 
A+  with  A.M.  Best,  AA+  with  Standard  and  Poor’s 
(claims  paying)  and  Aai  (Excellent)  with  Moodys. 

Individual  disability  protection  from  UNUM 
offers  some  very  unique  features.  This  protection  is 
an  outstanding  value  for  physicians  in  providing 
benefits  at  a very  competitive  premium.  Through  a 
special  arrangement,  purchases  through  MSDIS 
receive  a 15  percent  discount  and  an  added  10 
percent  annual  discount  for  a two  year  lump  sum 
payment. 


Dr.  Duncan  is  president  of  the  Medical  Society  of  Delaware 
Insurance  Services,  Inc. 


The  Executive  Professional  Physician  Plan 
provides  outstanding  standard  features.  Own 
Occupation  protection  is  a standard  benefit  along 
with  Automatic  Benefit  Indexing,  which  yields 
annual  monthly  benefit  increases  based  upon 
Consumer  Price  Index  (CPI).  Additional  features 
which  may  be  added  include  guaranteed  future 
insurability  options,  cost  of  living  benefit 
increases,  lifetime  benefit  extensions  and  guaran- 
teed long  term  care  insurance  options. 

Delaware  doctors  have  shown  considerable 
interest  in  UNUM’s  guaranteed  issue  small  group 
disability  insurance.  This  program  provides  an 
excellent  base  of  up  to  a $6,000  monthly  benefit 
covering  all  full  time  (30  hour  plus)  employees  at  a 
premium  which  is  a fraction  of  individual 
coverage. 

Another  product  shown  to  be  valuable  to 
Delaware  doctors  is  the  Business  Overhead 
Expense  policy.  Unfortunately  this  type  of 
insurance  is  often  overlooked  by  physicians.  Such  a 
policy  provides  compensation  to  a disabled 
physician  to  cover  office  expenses  for  limited 
periods  of  time.  This  financial  support  can  assist  a 
recovering  physician  or  provide  financial  support 
during  the  final  disposition  of  a practice  in  the 
event  of  a permanent  disability. 

No  one  insurance  product  fits  all  individual 
situations.  MSDIS  fully  understands  this  possibil- 
ity and  routinely  obtains  proposals  from  multiple 
insurers  whenever  the  need  arises  or  is  requested. 

In  future  Reports  to  the  Stockholders, 
information  will  be  provided  on  Health  Insurance, 
Life  Insurance,  Office  Package  Coverage  and 
Workers’  Compensation. 
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cases  at  no  additional  charge 
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Newcastle  County,  or  1-800-MEDLAB-l . Or  write  to:  MEDLAB  Clinical  Testing  Inc.,  PO.  Box  10770, 
Wilmington,  DE  19850-0770. 


ineilhili 

CLINICAL  TESTING  INC. 


...BECAUSE  QUALITY  IS  ESSENTIAL 


LETTER  TO  THE  EDITOR 


Response  to  'Early  Emergent  Coronary 
Bypass  After  Failed  Angioplasty" 


The  manuscript  recently  published  in  the 
Delaware  Medical  Journal , “Early  Emergent 
Coronary  Bypass  After  Failed  Angioplasty”1 
deserves  comment.  The  author  of  this  manu- 
script has  selectively  utilized  references,  some 
of  them  quite  dated,  to  make  his  points. 
Coronary  angioplasty  has  evolved  and  matured 
incredibly  over  the  15  years  since  its  inception, 
and  most  advances  have  taken  place  in  the  last 
five  years.  These  improvements  are  due  to  both 
equipment  improvement  and  increased  operator 
experience.  Currently,  success  rates  for  PTCA 
well  in  excess  of  95  percent  are  routinely 
reported  by  experienced  operators,  and  the 
overall  rate  of  significant  complications  is 
generally  under  3 percent.2,3  Hochberg’s  quoted 
complication  rate  of  “6.8  percent”  is  thus 
misleading,  but  was  possibly  accurate  approxi- 
mately 10  years  ago,  the  period  from  which  their 
cited  manuscript  reports.4  Similarly,  with 
contemporary  PTCA  success  rates  over  95 
percent,  reporting  that  “angioplasty  initially  is 
unsuccessful  in  12  to  34  percent  of  patients”  is 
simply  incorrect.  It  is  very  surprising  and 
disappointing  that  one  of  the  papers  cited  to 
support  these  numbers  is  Gruntzig’s  original 
report  of  the  very  first  hundred  patients  treated 
with  coronary  angioplasty  in  Switzerland  in  the 
mid-70s.5  These  results  have  been  obsolete  for  at 
least  14  years.  With  much  larger  comprehensive 
patient  data  bases  now  having  been  published,  it 
is  surprising  that  one  would  cite  a manuscript 
reporting  on  the  absolute  infancy  of  this 
technology.  Interestingly,  the  other  paper  cited 
was  Hochberg’s  own.6  The  overwhelming 
majority  of  the  published  PTCA  literature, 
which  effectively  rebuts  Hochberg’s,  assertions. 


were  somehow  overlooked  by  him.  The  percent 
of  patients  with  “initially  unsuccessful”  PTCA 
is  currently  (and  consistently)  well  under  10 
percent.2,3 

Dr.  Hochberg  and  colleagues  seem  to  be 
convinced  that  coronary  angioplasty  is  danger- 
ous. They  have  reported  a nonrandomized  case 
comparison  that  suggested  that  cardiac  bypass 
surgery  is  vastly  superior  to  coronary  angioplasty 
for  multivessel  disease.6  To  the  contrary,  at  least 
four  randomized  studies  published  to  date  have 
shown  that  these  revascularization  techniques 
are  quite  comparable.710  The  EAST  Trial 
recently  released  at  the  American  Heart 
Association  this  November,  for  instance, 
showed  that  there  was  no  difference  whatsoever 
in  the  short  or  long-term  morbidity,  mortality  or 
complications  when  patients  with  multi-vessel 
disease  were  treated  with  angioplasty  or  bypass 
surgery.10  This  large  trial  with  three  full  years  of 
follow-up  was  carried  out  by  both  the 
Departments  of  Cardiovascular  Surgery  and 
Cardiology  at  Emory  University. 

Is  this  to  say  that  coronary  angioplasty  is 
without  risk?  Absolutely  not,  as  both 
revascularization  techniques,  including 
angioplasty,  can  have  serious  life-threatening 
risk.  However,  most  current  results  of  angioplasty 
suggests  that  the  rate  of  emergency  bypass 
surgery  can  be  held  to  roughly  1 to  2 percent 
with  an  overall  mortality  rate  slightly  less  than  1 
percent.  Results  of  this  procedure  at  the  Medical 
Center  of  Delaware,  which  will  be  reported  on  in 
greater  detail  in  a future  edition  of  this  Journal, 
are  concordant  with  these  data.  There  is, 
however,  no  argument  that  when  angioplasty 
does  fail,  (fortunately  only  rarely)  it  can  do  so 
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catastrophically,  and  these  patients  have  a 
higher  risk  profile.  However,  most  large  series 
report  emergency  surgery  mortality  rates  of  less 
than  5 percent  after  a failed  angioplasty.1113  This 
risk  appears  to  be  particularly  high  in 
Hochberg’s  institution,  with  a mortality  rate  of 
26  percent.1  Possibly  the  quality  of  emergency 
cardiac  surgery  in  their  facility  should  be 
examined  as  their  surgical  results  are  an  order  of 
magnitude  worse  than  virtually  all  other 
published  reports. 

Nonetheless,  rather  than  taking  a strident 
view  that  one  form  of  revascularization  is 
optimal  or  better  than  the  other,  it  would  be 
more  productive  to  consider  them  complemen- 
tary procedures.  Unfortunately,  many  patients 
with  multivessel  coronary  disease  will  require 
both  procedures  during  their  lifetimes.  The 
readers  of  this  journal  are  entitled  to  a more 
contemporary,  objective  and  accurate  overview 
of  this  important  problem  than  that  provided  by 
Hochberg,  et  al.1 

Andrew  J.  Doorey,  MD,  FACC 
Director  of  Angioplasty 
Associate  Professor  of  Medicine  (Cardiology) 
Jefferson  Medical  College  of 
Thomas  Jefferson  University 
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OBITUARY 


H.  George  DeCherney,  MD 


E.  Wayne  Martz,  MD 


“Ask  not  for  whom  the  bell  tolls.  It  tolls  for 
thee.”  An  old  quotation,  but  copied  by 
Hemingway  on  the  flyleaf  of  his  memorable 
novel  of  the  Spanish  Civil  War,  indicating 
that  the  death  of  any  one  of  us  diminishes  all 
those  left  behind.  For  the  many  privileged  to 
know  H.  George  DeCherney,  his  death  in 
July  1993  drove  this  point  home  most 
poignantly.  We  have  all  lost  something  with 
his  passing.  The  family  asked  me  to  delay  his 
obituary  while  the  pain  of  his  death  was  too 
intense,  but  now,  a year  later,  it  isn’t  going  to 
get  any  better,  and  further  delay  would  only 
make  matters  worse  by  opening  it  all  up 
again  when  I do  publish  it. 

George  was  a classic  of  true  manliness, 
secure  in  himself,  a giant  of  a person,  but  a 
gentle  man,  an  understanding,  compassion- 
ate and  humble  man  of  character  and 
integrity.  A recital  of  the  basic  facts  of  his  life 
can  hardly  do  him  justice.  Born  in  1919  in 
Philadelphia,  he  graduated  from  Villanova 
University  and  Temple  Medical  School,  and 
trained  in  psychiatry.  He  was  a Delawarean 
since  1949,  and  married  to  Grace  since  1950. 
He  was  the  father  of  two  sons,  G.  Stephen,  an 
endocrinologist  in  Wilmington,  and  John,  a 
wine  representative  in  Juneau,  Alaska.  He 
left  six  grandchildren  and  two  step- 
grandchildren.  George  was  a pioneer  in 
psychiatry  in  Delaware  and  helped  make 
Delaware  State  Hospital  one  of  the  finer 
psychiatry  residencies  of  its  day  in  the  1950s. 


Dr.  Martz  is  editor  of  the  Delaware  Medical  Journal. 


He  published  some  of  the  details  of  that  in 
the  Delaware  Medical  Journal  about  two 
years  ago. 

George  DeCherney’s  pre-eminent  inter- 
est in  life  was  understanding  people  and 
supporting  and  encouraging  them,  and  he 
was  very  good  at  it.  He  could  understand  and 
feel  empathy  for  almost  anyone,  and  much  of 
it  was  on  an  emotional  as  well  as  an 
intellectual  level.  I found  that  at  times,  when 
I couldn’t  understand  his  words,  I could  still 
understand  his  feelings  through  the  force  of 
his  personality.  He  was  famous  for  his  wry 
sense  of  humor,  slipping  in  a quip,  a bon  mot 
one-liner  so  smoothly  you  didn’t  even  know  it 
was  there  for  a few  moments  until  you 
realized  he  was  laughing. 

George  always  seemed  to  know  when  I 
was  in  trouble.  Don’t  ask  me  how  he  knew, 
but  he  knew.  One  example  occurred  when 
the  governor  cut  the  DIMER  funds,  my 
educational  budget,  by  $1.2  million,  without 
any  explanation,  “sorry”  or  “thank  you.” 
Certainly  it  was  his  prerogative,  but  it  sure 
made  me  sweat.  I hadn’t  the  faintest  idea 
where  I could  get  $1.2  million  a year.  Nor  did 
George,  but  he  showed  up  in  my  office  and 
said,  “Let’s  go  to  lunch.”  I guess  we  must 
have  taken  almost  two  hours  for  lunch  that 
day  while  I poured  out  to  his  sympathetic  ear 
all  my  anger,  my  frustration,  my  concerns  for 
the  future  of  the  Medical  Center’s  educa- 
tional programs  and  the  individual  students 
and  residents  involved  in  it.  That  afternoon  I 
went  back  to  work  feeling  better  and 
prepared  to  work  out  some  answers  to  the 
problem.  There  were  other  times  as  well,  and 


Del  Med  Jrlt  July  1994,  Vol  66,  No  7 


409 


Obituary 


others  I have  spoken  with  have  had  similar 
experiences.  He  did  a little  bit  here,  a little 
bit  there,  and  first  thing  you  knew,  things 
were  on  an  even  keel  gain,  and  you  were 
moving  ahead  on  your  way. 

He  treated  his  patients  the  same  way, 
nothing  dramatic,  lots  of  insight  and 
empathy  and  loads  of  support.  I am  told  that 
a psychiatrist,  taking  on  another 
psychiatrist’s  patients,  can  tell  what  sort  of 
care  they  have  been  receiving,  and  all  agreed 
that  George’s  patients  got  lots  and  lots  of 
caring  support.  That’s  how  he  was.  One 
psychiatrist  friend,  who  took  over  many  of 
his  patients  when  George  needed  surgery, 
recounts  that  when  he  visited  George  a few 
hours  out  of  the  recovery  room,  his  concerns 
were  all  about  his  patients,  not  about 
himself. 

George  received  more  honors  than  almost 
any  other  doctor  I have  known  — president  of 
this,  director  of  that,  a distinguished  service 
award,  a lectureship  named  in  his  honor, 
chairman  of  his  department  and  faithful 
teacher  of  family  practice  residents.  Every- 
one loved  him  because  he  loved  them.  And 
everyone  I have  talked  with  about  this 
obituary  has  opened  up  a new  side  of  George 
that  I hadn’t  known  before:  art  connoisseur, 
opera  lover,  student  of  Italian  culture,  and 
on  and  on.  One  thing  everyone  know  about 
him,  though,  was  his  devotion  to  liberal 
political  causes. 

George  DeCherney  developed  a most 
unfortunate  disease,  a cholangio-carcinoma. 
You  know  what  it  is  like  and  what  it  does  to 
one.  You  have  seen  it.  In  his  final  illness  he 
wanted  us  to  remember  him  as  he  was,  so 
vigorous,  so  alive.  He  declined  to  see 
anybody,  or  almost  anybody.  I respected 
that.  It  occurs  to  me  that  is  what  I would 
want  for  myself.  So  I remember  him  today  as 
he  was,  a man  of  courage,  of  faith,  of 
determination,  of  love  for  everyone.  He  lives 
on  that  way  in  my  heart  and  in  the  hearts  of 
all  his  friends  and  beloved  family.  Thank 
you,  George,  for  that  as  well  --  your  one  final 
gift  to  all  of  us  — to  remember  you  as  you 
were.  And  like  you  we  wonder,  “Where  have 
all  the  years  gone?” 
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Majid  Mansoory,  M.D. 
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James  A.  Murphy,  M.D. 


• X-RAY  • MRI  SCANNING 

• ULTRASOUND  • ECHOCARDIOLOGY 

• NUCLEAR  MEDICINE  • MAMMOGRAPHY 

• STRESS  CARDIAC  IMAGING 

• SPIRAL  (SINGLE  BREATH  HOLD) 

CAT  SCANNING 


FULL  SERVICE  IMAGING  CENTERS 
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1701  Augustine  CutOff 
Suite  100 

Professional  Building  IV 
Wilmington,  DE  19803 


Drummond  Plaza 
Office  Park 
40  Polly  Drummond 
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Other  Convenient  Locations 

1508  Pennsylvania  Avenue  655-4042 

2700  Sllverside  Road  478-1100 

1805  Foulk  Road  475-8036 

420  Christiana  Medical  Center  368-3959 

1320  Philadelphia  Pike  792-2529 

1941  Limestone  Medical  Bldg.  992-0502 

1502  Delaware  Street,  New  Castle  328-1502 
2600  Summit  Bridge  Road  836-8350 

16  Omega  Drve  Bldg,  B-89  738-5500 

5317  Limestone  Road  239-9415 

550  Stanton-Christiana  Road  633-9910 
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finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic ' words  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern , 
we  find  products  for  the  patient . . . not 
patients  for  the  product 

TVlatferCart; 

Vw y HEDICAL  EQUIPMENT  AMD  SERVICES 

Showroom:  Old  Baltimore  Pike  Ind.  Pk. 

83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ (609) 299*3224 


OFFICES  AVAILABLE 

SALE 

KIRKWOOD  HWY.,  PARK  CENTRE,  2,000  SF 
SALE/LEASE 

8,000  SF  FREE  STANDING  BUILDING  IN 
TROLLEY  SQUARE.  SELLER  CAN  LEASE 
BACK  PORTION  OF  BUILDING 

LEASE 

METROFORM  MEDICAL 
UP  TO  2,500  SF,  $18.25/SF 

1202  FOULK  ROAD,  1,100  SF 
MEDICAL/DENTAL  OFFICE,  $1,400/MO. 

FOULKWOOD  PROFESSIONAL 
UP  TO  2,500  SF,  S14.50/SF 

SILVERSIDE  & MARSH  ROADS 
1,100  SF,  S1.400/MO. 

SUSAN  H.  DUNCAN 
P.  GERALD  WHITE,  INC. 

(302)  655-9621 


VASCULAR  LABORATORIES  OF  DELAWARE 


NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 1 3 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I I 2 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 
Director 


Billie  Gray,  R.N.,  R.V.T 
Doreen  Mahoney,  L.P.N 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car-  . 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild  ; 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blow! 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon 5 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of  . 
erectile  impotence.  T34  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  .1  tablet  3 times  a day.  Reported 
therapy  not  more  than  1 0 weeks . 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 


nf  vip 

| Vendor 

! Spotlight 


STI  Computer  Services  is  a VIP  'Preferred'  vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 

Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 


Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 
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NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of 
the  Medical  Society  of  Delaware,  the 
Delaware  Medical  Journal  periodically 
provides  a listing  of  new  members  to  each  of 
the  state’s  three  counties.  Each  entry 
provides  the  following  information,  as 
available:  name,  office  address,  phone 

number  and  fax  number.  Those  members 
who  do  not  yet  have  an  office  address  or 
phone  number  may  be  contacted  through  the 
Medical  Society  offices. 

David  D.  Biggs,  MD 

Suite  120, 1941  Limestone  Road,  Wilmington, 
19808;  999-8095 

Internal  Medicine  (1988),  Oncology  (1991), 
Hematology  (1992) 

University  of  Kansas  Medical  School  - 1984 

Paul  M.  Eberts,  II,  MD 

St.  Francis  Family  Health  Center,  312 
Lantana  Dr.,  Hockessin,  19707;  234-5959 
Family  Practice  (1987) 

Jefferson  Medical  College  - 1984 

Monica  P.  Edwards,  MD 

Anesthesiology,  Christiana  Hosp.,  P.O.Box 
6001,  Newark,  19718;  733-2670 
Anesthesiology  (1993) 

UMDNJ-New  Jersey  Medical  School  - 1988 

Allan  F.  Fehlandt,  Jr.,  DO 

18  Burnett  Drive,  Wilmington,  19810;  478- 
3523 

Internal  Medicine 

Philadelphia  College  of  Osteopathic  Medi- 
cine - 1989 


Walter  Kobasa,  Jr.,  MD 

2323  Pennsylvania  Avenue,  Obstetrics/ 
Gyneocology  Associates,  Wilmington,  19806; 
651-9700 

Family  Medicine  (1989),  Ob/Gyn  (1993) 

St.  George’s  University  School  of  Medicine  - 
1984 

M.  James  Lenhard,  MD 

Diabetes  & Metabolic  Dis.  Center,  WH-P.O. 
Box  1668,  Wilmington,  19899;  428-4295 
Internal  Medicine  (1992),  Endocrine  & 
Metabolic  Diseases 
Albany  Medical  College  - 1987 

Howard  M.  Levy,  MD 

Radiology,  Christiana  Hospital,  P.O.  Box 
6001,  Newark,  19718;  733-1805 
Diagnostic  Radiology  (1987) 

Albert  Einstein  Medical  Center  - 1983 

Thomas  C.  Mueller,  MD 

1228  North  Scott  Street,  Wilmington,  19806; 
656-2527 

Neurology  (1992),  Sleep  Medicine  (1992) 
Jefferson  Medical  College  - 1990 


Fataneh  M.  Ziari,  MD 

212  Glasgow  Medical  Center,  2600  Summit 
Bridge  Rd.,  Newark,  19702;  836-8533 
Pediatrics,  Adolescent  Medicine 
National  University  of  Iran  - 1975 
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Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 
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m mm  " Gated  Cardiac  Imaging  (MUG A ) 
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Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 

Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Imaging 
Associates 

OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 
Ka-Khy  Tze,  M.D.,  Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Directa 
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A Letter  to  the  Editor 


The  following  is  a letter  sent  to  the  editor  of 
the  News  Journal  newspaper  in  Wilmington. 

The  recent  editorials  castigating  the  medical 
profession  are  so  far  off  the  mark  that  some 
balance  is  owed  News  Journal  readers.  The 
general  tenor  of  News  Journal  articles  and 
editorials  tends  to  be  anti-physician,  but  Mr. 
Lockman’s  are  especially  venomous.  Re- 
peated use  of  emotionally  charged  words  and 
phrases  (“greed,”  “rapacious,”  “great  greasy 
gravy  train”)  and  comparisons  to  animals 
feeding  at  a trough,  sheds  no  light  on  a 
subject  in  need  of  rational  public  debate.  I 
doubt  facts  and  my  observations  will  change 
his  views,  however,  the  public  is  owed  a less 
cynical  view. 

Before  accusing  the  medical  profession  of 
trying  to  derail  reform,  Mr.  Lockman  should 
acknowledge  the  fact  that  the  American 
Medical  Association  published  its  “Health 
Access  America”  reform  plan  in  1990.  This 
plan  advocated  universal  coverage,  employer 
mandates,  physician  and  insurance  company 
accountability  and  individual  responsibility, 
but  allowed  patient  choice,  physician  input 
and  a financial  plan  that  actually  made 
sense. 

Our  health  care  system  is  one  we  have 
evolved  into  as  a nation.  There  are  no  villains 
or  “bad  guys.”  Blaming  any  one  segment  of 
society  for  our  current  situation  is  simple- 
minded  and  does  the  country  a disservice  by 
delaying  real  problem  solving.  Those  who 
attempt  to  lay  blame  show  ignorance  of  the 
complexity  of  the  problem.  Pogo’s  comment, 
“We  have  met  the  enemy,  and  he  is  us,”  is  as 
appropriate  now,  as  when  Walt  Kelly  wrote  it 
decades  ago  for  his  cartoon  strip. 
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Mr.  Lockman’s  central  thesis  is  based  on 
his  belief  that  all  our  health  care  problems 
can  be  attributed  to  physician  greed.  This 
thesis  is  so  preposterous  that  I am  not 
insulted  by  his  accusation,  but  saddened  that 
he  takes  so  much  media  space  to  repeat  this 
opinion  time  and  again.  According  to 
Professor  F.  X.  Hughes  of  Northwestern’s 
Kellogg  School  of  Business,  on  average, 
lawyers  and  MBAs  have  higher  incomes  than 
physicians,  yet  I detect  little  venom  in  Mr. 
Lockman’s  editorials  directed  at  these 
professionals. 

When  the  News  Journal  published 
physician  incomes  two  years  ago,  the  average 
family  practitioner  worked  60  hours  per 
week  and  made  about  $100,000.  If  he  or  she 
worked  for  a corporation,  this  would  be 
somewhat  less  than  $28  per  hour  (allowing 
time  and  a half  for  overtime).  I suspect  that  a 
$50  per  hour  corporate  salary  would  exceed 
the  net  income  of  a majority  of  Delaware 
physicians.  When  I compare  these  numbers 
to  the  $100  per  hour  I pay  for  photocopier 
service,  $125  per  hour  for  computer  service 
and  $250  per  hour  for  elevator  repairs,  $28 
an  hour  for  a physician  seems  a bargain. 
Should  Mr.  Lockman  doubt  my  numbers,  an 
invitation  remains  open  to  review  my  office 
books. 

Physician  greed  cannot  be  used  to 
explain  the  1600  percent  increase  in  costs  for 
the  VA  health  care  system.  Physicians  here 
are  on  salary  and  derive  no  benefit  from 
ordering  tests  and  doing  procedures,  yet  this 
pure  government  program  has  seen  costs 
escalate  from  $1  billion  in  1970  to  $17  billion 
by  1990.  Based  on  the  number  of  veteran 
recipients,  costs  are  about  $17,000  per 
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veteran  per  year.  Imagine  the  cost  of 
insurance  if  we  based  a national  health  care 
system  on  this  government-directed  system. 
The  End  Stage  Renal  Dialysis  Program  run 
by  Medicare  was  projected  to  cost  $250 
million  per  year  by  1990;  reality  is  closer  to 
$6  billion.  Despite  this  escalation  in  cost, 
renal  physicians  have  not  seen  an  increase  in 
monthly  dialysis  capitation  fees  since  1973. 

Physicians  and  the  American  people  have 
a right  to  be  skeptical  when  our  politicians 
tell  us  we  have  to  pass  a health  care  bill  this 
session.  The  enormity  of  the  problem 
prevents  a reasonable  plan  to  be  agreed  upon 
that  quickly.  We  need  true  national  debate 
on  questions  we  can  only  answer  as  a society. 
Oregon  began  the  process  and  it  is  difficult 
and  time  consuming,  but  must  be  done.  A 
cornerstone  will  be  the  definition  of  a basic 
benefits  package.  When  we  realize  how  far 
off  we  were  estimating  the  cost  of  a single 
disease  (end  stage  renal  disease),  the  task  of 
estimating  future  costs  for  hundreds  of  other 
expensive  medical  problems  takes  on  daunt- 
ing proportions.  We  must  face  up  to  the 
question  of  individual  responsibility.  As  an 
example,  in  England  you  cannot  have  a 


coronary  bypass  if  you  continue  to  smoke 
cigarettes.  Should  our  reformed  basic 
benefits  package  have  a similar  stipulation? 

It  is  unreasonable  and  dangerous  to 
expect  our  legislators  to  solve  the  many 
major  problems  of  health  system  reform  in  a 
single  session.  What  we  should  expect  this 
year  is  a significant  expansion  of  Medicaid 
for  many  of  the  chronically  uninsured, 
incentives  for  insurers  and  providers  to  find 
creative  solutions  for  covering  the  working 
uninsured  and  insurance  market  reforms  for 
everyone.  Asking  for  a rational  approach  to 
the  most  significant  peacetime  legislation  in 
our  history  should  not  draw  vitriol  and 
accusations  of  greed.  Indeed,  those  who 
would  seek  to  blame  one  industry  for  the 
complexity  of  our  health  care  system  problem 
are  the  true  obstructionists.  Looking  for 
scapegoats  only  delays  and  confuses  the 
issue. 
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Over  12  years  of  protecting 
Delaware  doctors— and  counting, 

Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 

Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 


To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 
at  1-800-382-1378. 
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Tuberculosis:  Optimism,  Pessimism,  Frustration 


Diane  L.  Matuszak,  MD 
Ebenezer  Israel,  MD 
James  P.G.  Flynn,  MD 


Abstract 

The  re-emergence  of  tuberculosis  as  a serious  public  health  threat  has  captured  the  nation’s 
attention  Tuberculosis  more  frequently  affects  the  ethnic  minorities  and  the  socially  and 
economically  disadvantaged  residents  of  Maryland.  Effective  regimens  are  available  to  treat 
and  prevent  tuberculosis.  Consistent  application  of  proven  infection  control  measures  and  of 
treatment  and  prevention  regimens  will  prevent  the  development  and  spread  of  multidrug- 
resistant  tuberculosis. 


The  availability  of  isoniazid  (INH),  para- 
aminosalicylic  acid  (PAS),  and  streptomycin, 
soon  followed  by  a series  of  other  effective 
chemotherapeutic  agents  in  the  early  and 
mid-1950s  heralded  a new  era  in  tuberculosis 
management.  Until  that  time,  the  outcome  of 
care  for  patients  with  tuberculosis  was 
measured  in  terms  of  attenuating  or  stopping 
the  progression  of  disease,  as  distinct  from 
cure.  Health  care  professionals  were  aware 
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of  the  relationship  between  tuberculosis  and 
social  indicators  within  the  community,  such 
as  poverty,  overcrowding,  chronic  diseases, 
and  alcoholism.  To  manage  patients  who  had 
the  most  advanced  disease  and  presented  the 
greatest  public  health  challenge,  sanitoria 
were  introduced.  In  those  facilities,  patients 
were  isolated  for  periods  of  18  to  24  months, 
and  therapy  consisted  of  bed  rest,  controlled 
diet,  and  exposure  to  fresh  air  and  sunlight, 
as  well  as  surgical  procedures.  Following 
discharge  from  a sanitarium,  patients  were 
usually  followed  for  life  in  ambulatory  care 
settings. 

Before  the  advent  of  chemotherapy, 
clinicians  and  public  health  officials  noted  a 
decline  in  tuberculosis  incidence,  which  has 
been  attributed  to  improvement  in  living 
conditions.1'4  Despite  the  availability  of 
suitable  medications  to  prevent  and  treat  the 
disease,  many  health  care  leaders  and  policy- 
making officials  still  thought  that  bed  rest 
and  isolation,  in  addition  to  long-term  follow- 
up, were  warranted.  This  belief  persisted 
even  after  a study  in  Madras,  India,  showed 
that  ambulatory  patients,  living  in  the 
community  and  taking  prescribed  medica- 
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tion,  had  outcomes  as  good  or  better  than 
hospitalized  patients  receiving  the  same 
chemotherapeutic  regimen.5 

With  the  advent  of  rifampin,  ethambutol, 
and  pyrazinamide,  and  the  demonstrated 
effectiveness  of  short-course  chemotherapy 
in  ambulatory  care  settings,  patients  could 
be  cured.  They  did  not  need  hospitalization, 
except,  in  some  instances,  for  diagnosis, 
initiation  of  chemotherapy,  or  management 
of  other  clinical  conditions.  The  major  factors 
in  successful  tuberculosis  treatment  were 
compliance  with  drug  regimens  and  sensitiv- 
ity of  the  organisms  to  these  agents.5'7 

By  the  late  1970s,  most  state  and 
privately  run  sanatoria  had  closed.  At  that 
time,  newly  reported  cases  tended  to  be 
among  older  individuals  born  in  the  United 
States  and  infected  by  the  tubercle  bacillus 
earlier  in  their  lifetimes.  Emphasis  was 
placed  on  management  of  all  tuberculosis 
patients  within  the  mainstream  of  medicine, 
with  epidemiological  follow-up  by  local 
health  departments.8  Paralleling  these  dra- 
matic developments,  strategies  were  defined 
to  eradicate  tuberculosis  by  the  end  of  the 
twentieth  century.9  The  future  looked 
particularly  bright  for  the  elimination  of 
tuberculosis  by  2010. 

However,  all  was  not  quite  right.  Unless 
patients  were  appropriately  supervised,  they 
had  the  potential  to  develop  hepatitis  while 
taking  preventive  INH. 10,11  Many  physicians, 
even  those  specializing  in  internal  medicine, 
lacked  knowledge  regarding  the  manage- 
ment of  tuberculosis  patients.12  Additionally, 
demographic  changes  influenced  tuberculo- 
sis incidence,  such  as  the  immigration  of 
persons  with  infection  or  frank  disease, 
many  from  countries  with  a high  prevalence 
of  drug-resistant  organisms.13,14  Over  the 
past  decade,  the  advent  of  human  immunode- 
ficiency virus  (HIV)  has  created  a large 
reservoir  of  exquisitely  susceptible  individu- 
als, further  complicating  management  of  this 
disease.15 

Tuberculosis  Control  in  Maryland 

The  number  of  tuberculosis  cases  reported 
each  year  in  Maryland  decreased  signifi- 
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cantly  over  the  past  three  decades.  The 
decrease  in  case  rates  has  been  particularly 
dramatic  in  Baltimore  City.  In  1962, 
Baltimore  accounted  for  more  than  56 
percent  of  the  tuberculosis  cases  reported  in 
Maryland;  in  1991,  the  city  had  fewer  than  32 
percent  of  the  cases. 

The  burden  of  tuberculosis  falls  most 
heavily  on  the  nonwhite  population,  pre- 
dominantly African-Americans  in  Baltimore 
and  foreign-born  minorities  elsewhere  in  the 
state.  In  the  past,  the  most  affected  age 
group  was  the  elderly.  With  the  advent  of  the 
HIV  epidemic,  there  has  been  a shift  to 
younger  age  groups  and  an  increasing 
prevalence  of  extrapulmonary  involvement. 
Of  increasing  concern  is  a rise  in  the  number 
of  drug-resistant  cases  over  the  past  two  or 
three  years.  Preliminary  1991  and  1992  data 
indicate  a reversal  of  the  downward  trend  in 
tuberculosis  rates:  in  1991  the  incidence  was 
17  percent  higher  than  in  1990;  in  1992,  rates 
stabilized  (Division  of  Tuberculosis  Control, 
Maryland  Department  of  Health  and  Mental 
Hygiene). 

Measures  taken  to  control  tuberculosis  in 
Maryland  communities  mirror  national  trends. 
Tuberculosis  is  usually  managed  on  an 
outpatient  basis  with  regular  patient  monitor- 
ing. Except  for  patients  with  drug-resistant 
disease,  inpatient  stays,  when  admission 
occurs  at  all,  are  typically  of  short  duration  and 
in  general  medical  facilities.16,17 

Each  of  Maryland’s  23  counties  and  the  city 
of  Baltimore  have  a tuberculosis  control 
program.  These  programs  are  responsible  for 
monitoring  the  infectiousness  (potential  for 
transmission)  of  all  individuals  reported  as 
having  suspected  or  confirmed  tuberculosis 
and  residing  in  the  jurisdiction.  Each  program 
can  receive  referrals  and  provide  tuberculosis- 
related  care  for  suspected  and  confirmed  cases. 
The  local  health  department  also  investigates 
contacts  to  identify  persons  who  have 
undetected  tuberculosis  as  well  as  persons  who 
are  infected  with  the  tubercle  bacillus  and  may 
benefit  from  preventive  therapy.  Preventive 
therapy  is  provided  in  selected  cases. 
Physicians  caring  for  tuberculosis  patients 
should  expect  regular  follow-up  by  the  local 
tuberculosis  control  program.16 
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Diagnosis 

In  the  diagnosis  of  tuberculosis,  tuberculin 
skin  testing  is  an  important  adjunct  to  a 
thorough  history  and  physical  examination. 
A negative  skin  test  does  not  rule  out 
tuberculosis.  The  Mantoux  test  may  be 
falsely  negative  due  to  a variety  of  factors, 
including  overwhelming  infection  with  My- 
cobacterium tuberculosis .18  HIV-infected  per- 
sons with  tuberculosis  are  frequently 
anergic.19  A delayed  hypersensitivity  im- 
mune response  is  indicative  of  latent 
infection  with  a mycobacterial  species. 
Multiple  puncture  tests  have  limited  useful- 
ness in  screening  populations  with  a very  low 
prevalence  of  tuberculosis  infection. 

The  gold  standard  for  tuberculosis  skin 
testing  is  the  Mantoux  method.  This  method 
involves  the  intradermal  injection  of  0. 1 ml  of 
purified  protein  derivative  (PPD)  tuberculin 
5 TU  (intermediate  strength).  The  injection 
site  should  be  the  volar  aspect  of  the 
forearm.18  The  dose  or  concentration  of  PPD 
does  not  vary  with  size  or  clinical  condition  of 
the  patient.  There  is  no  age  restriction  on 
tuberculin  skin  testing.  Some  authors  have 
recommended  two-step  skin  testing  in  the 
elderly  to  boost  an  immune  response  that  has 
waned  with  age.20'22 

In  Maryland,  our  experience  over  the 
past  decade  has  not  demonstrated  a 
significant  rate  of  the  booster  phenomenon, 
and  the  tuberculosis  rate  among  nursing 
home  patients  is  extremely  low.  Therefore, 
two-step  skin  testing  of  nursing  home 
residents,  as  a routine  procedure,  is  not 
judged  to  be  necessary.2324  (Unpublished 
data  compiled  by  Mr.  S.  Morita  for  the 
Maryland  Department  of  Health  and  Mental 
Hygiene,  1981.) 

Tuberculin  skin  tests  should  be  read 
after  48  to  72  hours.  The  amount  of 
induration  should  be  measured  perpendicu- 
lar to  the  long  axis  of  the  arm.18  The  presence 
of  erythema  without  induration  has  no 
significance.  For  persons  at  markedly 
increased  risk  of  tuberculosis,  including 
those  with  clinical  or  radiographic  evidence 
of  disease,  a history  of  recent  close  contact 
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with  a person  with  tuberculosis,  or  immuno- 
suppression or  HIV  infection,  induration 
measuring  5 mm  or  more  in  diameter  is 
considered  a positive  response.25,26  In  Mary- 
land, we  have  also  recommended  a 5 mm  cut 
point  for  skin  testing  performed  on  infants 
younger  than  one  year  of  age.  This  is 
considered  warranted  because  of  the  very 
low  probability  that  an  infant  would  have 
been  exposed  to  a mycobacterial  agent  other 
than  tuberculosis  and  the  very  high  risk  of 
serious  complications  should  tuberculosis 
develop  in  someone  this  young.16 

For  persons  at  moderately  increased 
tuberculosis  risk,  the  skin  test  reaction  is 
considered  positive  when  induration  mea- 
sures 10  mm.  Increased  tuberculosis  risk  has 
been  associated  with  the  conditions  listed  in 
Table  1.  For  persons  who  have  no 
tuberculosis  risk  factors,  induration  measur- 
ing >15  mm  would  be  considered  a positive 
response.25  A history  of  vaccination  with 
bacille  Calmette-Guerin  (BCG)  should  not 
influence  tuberculin  skin  test  interpretation. 
A positive  skin  test  should  still  be 
interpreted  as  evidence  of  probable  tubercle 
bacillus  infection.26 


▲ Intravenous  drug  use 

▲ Hematologic  or  reticuloendothelial 
neoplasm 

▲ Immunosuppressive  therapy,  includ- 
ing long-term  (i.e.,  t three  months) 
high-dose  corticosteroid  therapy 
(equivalent  to  15  mg/day  of 
prednisone) 

▲ Silicosis 

a Renal  dialysis 

a Insulin-dependent  or  poorly  con- 
trolled diabetes  mellitu 

a Nutritional  deficiency  with  substan- 
tial loss  of  body  weight  (10%  to  15% 
below  ideal  body  weight) 

Table  1.  Conditions  associated  with  in- 
creased tuberculosis  risk 

A chest  radiograph  is  essential  in 
suspected  pulmonary  disease.  Periodic  chest 
films  during  therapy  are  no  longer  routinely 
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recommended,  although  an  occasional  film 
during  therapy  may  be  useful  in  monitoring 
response  in  culture-negative  cases.  Clinical 
specimens  (e.g.,  sputum,  pleural  fluid, 
cerebrospinal  fluid  [CSF1,  blood)  should  be 
submitted  for  microscopic  examination  with 
staining  for  acid-fast  organisms  and  for 
mycobacteriologic  cultures.  Any  newly  posi- 
tive culture  processed  by  the  Department  of 
Health  and  Mental  Hygiene  (DHMH) 
Mycobacteriology  Laboratory  will  be  tested 
for  antimycobacterial  drug  resistance.  Drug 
sensitivities  should  be  specifically  requested 
when  submitting  specimens  to  other  labora- 
tories or  submitting  follow-up  specimens 
from  persons  who  have  had  unsatisfactory 
clinical  responses. 

For  pulmonary  cases,  we  recommend 
obtaining  three  sputum  specimens  taken  at 
least  24  hours  apart  before  beginning 
therapy.  If  any  of  these  cultures  grows,  M. 
tuberculosis,  sputum  cultures  should  be 
obtained  at  least  monthly  until  the  cultures 
are  no  longer  positive.  When  the  currently 
recommended  treatment  regimens  are  em- 
ployed, positive  sputum  cultures  should 
convert  to  negative  within  two  to  three 
months.  If  cultures  are  still  positive  after 
three  months,  the  patient  should  be 
evaluated  carefully  for  noncompliance,  and 
drug  resistance  should  be  ruled  out  by  again 
obtaining  drug  sensitivity  tests.16  While 
awaiting  the  results  of  drug  sensitivity  tests, 
patients  should  be  placed  on  two  additional 
antimycobacterial  drugs  to  which  the 
organism  was  sensitive  on  initial  testing. 

Recent  innovations  in  mycobacteriology 
are  permitting  more  rapid  growth  and 
identification  of  mycobacterial  species.  These 
innovations  include  the  radiometric  system 
for  culturing  (BACTEC),  DNA  (deoxyribo- 
nucleic acid)  probes,  the  use  of  monoclonal 
antibodies,  and  gas  chromatography.27'37 
Research  to  develop  a serologic  test  that 
would  permit  disease  activity  estimation  by 
following  rises  and  falls  in  the  antibody  titer 
is  increasing.38'40 

Treatment 

The  Advisory  Council  for  the  Elimination  of 
Tuberculosis  of  the  Centers  for  Disease 
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Control  and  Prevention  (CDC)  and  the 
DHMH  Division  of  Tuberculosis  Control 
currently  recommend  a treatment  regimen 
that  includes  INH,  rifampin  (RIF), 
pyrazinamide  (PZA),  and  ethambutol  (EMB) 
or  streptomycin  for  the  initial  induction 
phase,  lasting  eight  weeks.  During  the  initial 
two  weeks,  all  drugs  are  given  daily.  For  the 
next  six  weeks,  drugs  are  given  twice  weekly. 
The  induction  phase  is  followed  by  at  least 
four  months  of  continuous  treatment  with 
INH  and  RIF  given  twice  weekly.  When  this 
regimen  is  used,  all  doses  must  be  directly 
observed.41,42  This  regimen  is  used  for  both 
pulmonary  and  extrapulmonary  disease  and 
in  all  age  groups.  With  this  regimen,  most 
patients  become  culture-negative  within  two 
months. 

Pregnant  women  with  active  disease 
should  be  treated  with  INH,  RIF,  and  EMB 
during  the  induction  phase;  the  period  of 
continuation  with  INH  and  RIF  should  be 
extended  to  seven  months,  for  a total 
treatment  duration  of  nine  months.16  Six- 
month  regimens  are  not  appropriate  for 
persons  who  have  both  tuberculosis  and  HIV 
infection.  In  these  patients,  treatment 
should  be  continued  for  at  least  nine  to  12 
months  and  at  least  six  months  after  the 
sputum  cultures  have  become  negative.16 
Patient  compliance  is  very  important  in 
tuberculosis  treatment. 

If  the  sputum  culture  has  not  converted 
to  negative  within  two  to  three  months,  the 
patient  should  be  evaluated  for  poor 
compliance  or  drug  resistance.  Since  M. 
tuberculosis  is  capable  of  rapidly  becoming 
drug  resistant,  successful  treatment  depends 
on  using  at  least  two  antimycobacterial 
agents  to  which  the  organism  is  sensitive.  It 
is  essential,  therefore,  that  one  never  add  a 
single  drug  to  a failing  regimen.16  Consulta- 
tion on  patient  management  is  available  from 
local  health  departments  and  from  the 
Maryland  Division  of  Tuberculosis  Control, 
(410)225-6698. 

Recent  reports  of  outbreaks  of  multiple 
drug-resistant  tuberculosis,43'46  the  increas- 
ing prevalence  of  drug  resistance  among 
reported  cases,  and  the  recent  unavailability 
of  several  standard  anti-mycobacterial  drugs47 
highlight  the  need  to  develop  new  antibiot- 
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ics.  The  last  major  drug  introduced  for 
tuberculosis  treatment  was  rifampin,  intro- 
duced two  decades  ago.  Some  fluoroquinolones 
or  macrolides  may  have  limited  usefulness, 
particularly  in  the  treatment  of  multiple 
drug-re  si  stan  t tubercul  o sis.48'54 

Infection  Control 

Since  the  currently  recommended  treatment 
regimens  rapidly  render  the  person  with 
tuberculosis  noncommunicable,  the  at-home 
isolation  period,  for  most  persons,  has  been 
reduced  to  two  to  three  weeks  unless  drug 
resistance  is  suspected  or  the  patient  is 
immunosuppressed.42  After  this  period,  the 
person  may  return  to  normal  activities  of 
daily  living  while  taking  oral  medication  over 
the  next  six  months.  For  those  with  drug- 
resistant  disease,  the  restriction  period  is 
longer,  but  many  of  these  patients  may  also 
be  managed  quite  successfully  at  home  with 
assistance  from  the  local  health  department. 

When  persons  suspected  of  having 
pulmonary  tuberculosis  are  admitted  to 
hospitals,  they  should  be  placed  on  acid-fast 
bacilli  (AFB)  isolation.  AFB  isolation  proce- 
dures include  placement  in  a private  room 
with  adequate  ventilation,  which  is  vented 
directly  to  the  outside  away  from  air  intakes 
and  people.  The  air  flow  direction  must  be 
from  the  clean  area  to  the  contaminated 
(patient-occupied)  area  (i.e.,  the  patient’s 
room  should  be  under  negative  pressure) 
This  negative  pressure  is  best  maintained  by 
close-fitting  doors  that  are  kept  closed.  AFB 
isolation  is  not  necessary  for  patients  having 
only  extrapulmonary  involvement  unless 
there  is  a risk  ofM.  tuberculosis  aerosolization 
into  infectious  droplet  nuclei. 

When  health  care  workers  enter  the  room 
or  perform  clinical  procedures,  the  risk  of 
infected  droplet  nuclei  inhalation  can  be 
reduced  by  use  of  well-fitted,  disposable 
particulate  respirators  capable  of  filtering 
out  particles  >1  micron  in  diameter.55  The 
CDC  and  the  Occupational  Safety  and  Health 
Administration  (OSHA)  continue  to  consider 
recommendations  of  the  National  Institute 
for  Occupational  Safety  and  Health  (NIOSH) 
on  the  use  of  powered  air-purifying  respira- 
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tors  and  on  dust,  mist,  and  fume  respira- 
tors.56 

Staff  involved  in  the  care  of  tuberculosis 
patients  and  those  who  process  clinical 
specimens  in  the  mycobacteriology  labora- 
tory should  have  a Mantoux  skin  test  on 
employment.  Those  with  negative  baseline 
skin  tests  should  be  retested  at  least 
annually.  Any  staff  member  whose  skin  test 
converts  to  positive  should  be  offered 
preventive  therapy.25 

Prevention 

The  first  weapons  in  our  prevention  arsenal 
are  early  diagnosis  and  effective  treatment  of 
pulmonary  tuberculosis.  These  minimize  the 
chance  that  uninfected  contacts  will  be 
exposed  to  infective  droplet  nuclei  and 
become  infected. 

When  individuals  become  infected  with 
M.  tuberculosis  through  inhalation  of 
infective  droplet  nuclei,  they  have  a 5 
percent  risk  of  progressing  to  active  disease 
within  the  next  two  years.  Thereafter,  the 
risk  is  5 percent  for  the  individuals’ 
remaining  lifetime.  The  lifetime  risk  is 
markedly  increased  in  persons  with  HIV 
infection  and  has  been  estimated  to  be  more 
than  5 percent  per  year.19 

The  majority  of  tuberculosis  cases 
reported  each  year  develop  in  persons  with 
latent  tubercle  bacillus  infection.  Most  are 
preventable  with  INH  chemoprophylaxis. 
Preventive  INH  therapy  is  safe  and  effective 
when  used  as  recommended.  Preventive 
therapy  is  recommended  for  persons  with  a 
positive  tuberculin  skin  test  who  are  at  high 
risk  of  progression  to  active  tuberculosis. 
This  group  includes  persons  who  have  been 
in  recent  close  contact  with  someone  who  has 
tuberculosis,  persons  whose  chest  films  show 
stable  fibrotic  lesions,  persons  whose  skin 
tests  have  become  positive  in  the  past  24 
months,  and  persons  with  special  medical 
conditions  that  increase  their  risk.  Increased 
tuberculosis  risk  has  been  associated  with 
HIV  infection  as  well  as  the  conditions 
presented  in  Table  1.  Preventive  therapy  is 
also  recommended  for  anyone  who  is  skin 
test  positive  and  35  years  of  age  or  younger. 
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For  those  over  35  years  of  age,  in  the  absence 
of  another  factor  that  increases  the  risk  of 
developing  tuberculosis,  INH  preventive 
therapy  is  not  recommended  because  of  the 
increasing  risk  of  INH-associated  hepatitis 
with  advancing  age. 10,11,25 

The  Division  of  Tuberculosis  Control 
currently  recommends  daily  preventive 
therapy  with  INH,  10  mg/kg,  not  to  exceed 
300  mg/day,  for  at  least  six  continuous 
months  but  not  more  than  12  months  We 
recommend  that  the  duration  of  preventive 
therapy  be  increased  to  at  least  12  months  for 
persons  whose  chest  X-rays  show  fibrotic 
lesions  measuring  >2  cm2  and  for  persons 
with  HIV  infection.16 

The  only  vaccine  currently  available  is 
BCG.  This  vaccine  has  been  used  extensively 
throughout  the  world,  particularly  in  third- 
world  countries.  The  BCG  vaccine  effective- 
ness is  variable,  and  it  may  not  prevent 
infection.57,58  Tuberculosis  is  a major  cause  of 
morbidity  and  mortality  throughout  the 
world.  Researchers  continue  to  look  for  a 
more  effective  vaccine.59,60 
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tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 

Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 


Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 
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VNA  Specializes  in 
Home  Care  Recovery, 
I.V.  Therapies, 
Cancer  Care 


and  Compassion. 


At  VNA,  we  strive  to  understand  the  currents  of 
change  that  are  dramatically  changing  the 
health  care  industry.  And  to  have  the  resourcefulness  to  prepare  for  them.  Specialty  Care 
Services  are  a result  of  our  proactive  approach  to  the  times.  The  way  things  are  going, 
home  care  is  becoming  the  wave  of  the  future.  Our  specialists  provide  care  in  Oncology, 
I.V.  Therapies,  HIV/AIDS,  Obstetrics,  Neonatology,  Pediatrics  and  Rehabilitation. 

At  VNA,  we  work  hard  to  provide  the  very  best  care  for  people,  where  they  need 
it  most  — at  home.  Compassion  just  comes 
naturally.  Call  (302)  323-8200  for  more  information... 
we’re  on  call  and  listening  24  hours  a day. 


VNA 


Visiting  Nurse 
Association 
of  Delaware 


COME  HOME  TO  VNA  SPECIALIZED  HEALTH  CARE 


r 


Rockford  Center  invites  you  to  attend 
an  evening  seminar  presented  by 
Former  Miss  America, 


Marilyn's  powerful  story  of  her  own  triumph  over  incest  will  be 
addressed  along  with  some  valuable  recommendations  for  dealing  with 
survivors  of  sexual  abuse  and  incest.  Here  are  some  comments  from 
other  physicians  who  have  listened  to  her  presentation: 


"Needless  to  say.  I spent  a lot  of  time  thinking  about  what  (Marilyn)  had  to  say,  and  the 
implicit  challenge  that  (her)  story  held  for  physicians."  ~ Kenneth  Faber,  M.D.,  Denver,  CO 

"(Marilyn's)  presentation  to  the  medical  staff  was  an  incredible  experience.  I still  hear 
groups  of  doctors  in  the  cafeteria  and  other  places  discussing  (her)  message." 


~ Stephen  Lzaoritz,  M.D.,  Milwaukee,  Wl 


it  has  made  a profound  change  in  the  way  in  which  I conduct  my  practice  of  obstetrics  and 


gynecology.' 


Harvey  M.  Cohen,  M.D.,  Denver,  CO 


"(Marilyn's)  talk  to  the  gynecologists  in  Vail  was  so  moving  and  powerful  that  it  is  difficult 
for  me  to  find  the  words  to  express  myself  clearly."  ~ M.H.  Melmed,  M.D.,  Englewood,  CO 


/■ 


Date:  Tuesday,  September  20,  1994 
Time:  7:00  pm  - 8:30  pm 
Place:  Clayton  Hall  ~ Newark,  DE 


V. 


Call  (302)  996-5480  to  reserve  a seat.  Fee:  $10.00  per  Ticket 

Seating  may  be  limited.  CME  units  awarded  pending  course  approval. 


Made  possible  by:  ROCKFORD  CENTER 


Private  Psychiatric  Services 


SCIENTIFIC  ARTICLE 


Drug  Abuse:  The  Secret  Family  Illness 


Gerald  L.  Summer,  MD 


The  following  letter  emphasizes  the  family’s 
distress  in  chemical  dependency  and  discusses 
common  emotional  reactions  to  alcohol  and 
drug  problems.  Assuming  responsibility  for  the 
drug/alcohol-dependent  family  member’s  ill- 
ness is  the  usual  scenario.  Stages  of 
progression  of  the  family  illness  is  primarily  a 
result  of  denial.  In  a strong  denial  system, 
family  members  can  be  deluded  into  not 
recognizing  any  existing  problems.  Common 
disorders  include  sexual  problems,  headaches, 
anxiety,  depression,  eating  disorders,  insom- 
nia, and  juvenile  delinquency.  Family 
members  themselves  withdraw  from  social 
participation  because  of  the  fear  of  visibility  of 
unacceptable  behavior.  The  spouse  finds 
methods  to  deal  with  mounting  anxiety  and 
frustration,  and  generally  speaking,  the 
methods  devised  are  not  conducive  to  helping 
the  addicted  family  member  recognize  his  or 
her  problem.  Retreating  into  silence,  the 
spouse  develops  somatic  symptoms,  depres- 
sion, high  anxiety  levels,  and  even  violence. 
The  spouse  may  ultimately  find  ways  to 
separate  and  protect  her-  or  himself  from  the 
continued  infliction  of  emotional  pain. 

Through  education  and  recognition,  recov- 
ery is  possible  for  every  family  member.  He  or 
she  can  become  a healthy,  functioning  person 
again.  The  spiritual  and  emotional  havoc 
created  by  alcoholism/addiction  has  a solution. 
The  solution  is  clearly  presented  in  the 
following  letter  from  an  Alabama  physician’s 
spouse  who  desires  to  remain  anonymous. 

Reprinted  with  permission  from Alabama  Medicine , Sept. 
1993,  Vol.  63,  No.  9,  pp.  17-18. 
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An  Open  Letter  to  Spouses  of  a 
Chemically  Dependent  Professional 

“Because  of  the  joy  and  peace  of  mind  that  I 
have  received  in  a program  of  recovery  from 
the  disease  or  addiction  (chemical  depen- 
dency), I want  to  share  a little  bit  of  my  life  with 
any  spouse  who  might  be  experiencing  some  of 
the  same  things  I had  in  my  life  for  over  25 
years.  Since  denial  is  the  primary  symptom  in 
the  addict’s  family,  as  well  as  the  addict,  I hope 
if  you  have  read  this  far,  that  you  will  continue 
and  reflect  upon  your  own  life.  You  may  be  able 
to  find  peace  in  the  same  way  I did. 

“If  you  had  told  me  about  five  years  ago 
that  I was  a controlling,  dominating,  angry, 
inconsiderate,  incompetent  person,  I would 
have  said  you  were  totally  wrong.  After  all,  I 
was  the  one  who  was  under  the  influence  of 
alcohol  or  some  other  drug.  I was  the  one  who 
kept  the  practice  (business)  going.  I was  the 
one  who  kept  the  patients  satisfied  when  he 
was  not  able  to  talk  with  them  on  the  phone.  I 
was  the  one  who  did  all  the  ordering,  paying  of 
the  bills,  putting  out  the  little  fires  in  the  office 
and  at  home.  I was  the  one  who  saw  to  it  that 
the  children  were  bathed,  fed,  dressed,  to 
school  on  time,  to  ball  practice  on  time,  to 
church  on  time,  had  their  lessons,  had  presents 
under  the  tree  at  Christmas,  etc. 

“I  was  the  one  who  was  doing  what  was 
right,  and  you  could  in  no  way  tell  me  that  I 
was  inconsiderate  of  others!  I was  the  sober  one 
in  my  family,  and  I was  the  one  who  had  to  keep 
this  secret  from  everyone  around  us.  I covered 
for  and  covered  up  for  many  years  — thinking 
all  the  time  that  I was  doing  what  was  right.  I 
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was  the  protector  of  my  family,  and  I was 
responsible  for  everything  that  happened  to 
them.  My  life  was  a reaction  to  those  around 
me,  and  rarely  did  I act  on  my  own.  Because  I 
had  been  put  down  for  so  long,  I did  not  feel 
capable  of  taking  action  on  my  own.  I looked  to 
others  to  see  how  I felt.  If  you  felt  okay,  I felt 
okay.  If  you  were  upset,  I was  upset.  If  you 
were  angry,  I was  angry. 

“Just  a few  weeks  before  he  hit  his  bottom, 
as  they  say,  I realize  now  that  I hit  mine.  I truly 
was  so  devastated  that  I didn’t  care  about 
anything  — my  family,  my  work,  my  life.  I had 
never  before  reached  the  point  of  not  caring.  I 
even  felt  guilty  because  I didn’t  care.  I had  been 
taught  to  care  about  people,  to  do  good  for 
people,  to  respect  people.  Now  I was  in  such  a 
poor  mental,  physical,  emotional,  and  spiritual 
state  that  I did  not  care  whether  I lived  or  died. 
My  life  as  I knew  it  was  a total  wreck.  I didn’t 
even  have  enough  strength  to  leave  my 
husband.  I didn’t  want  to  stay,  and  I didn’t 
want  to  go.  I was  a total  failure  at  everything  I 
held  dear  to  me. 

“After  my  husband  was  admitted  to  a 
treatment  center  that  dealt  with  a lot  of 
medical  professionals,  I attended  a family  week 
where  the  ‘light  bulb’  in  my  mind  was  turned 
on  to  reality  and  truth.  My  husband  had  a 
DISEASE,  much  like  diabetes  and  cancer.  It  is 
a horrible,  incurable,  cunning,  baffling, 
probably  hereditary,  and  FATAL  DISEASE. 
He  could  not  help  it,  he  did  not  ask  for  it  or 
want  it,  but  he  had  it  — and  it  had  him.  He  was 
totally  incapable  of  doing  anything  about  his 
problem  at  this  time.  He  wanted  to  quit,  but  he 
couldn’t.  He  wanted  to  control  his  drinking  and 
be  like  other  people  around  him,  but  he  could 
not.  He  was  dying.  He  was  not  a bad  person,  a 
sorry  human  being,  a poor  father  and  husband. 
He  was  a sick  person  who  by  now  realized  he 
needed  help.  Many  good  years  had  been  wasted 
because  of  this  disease,  and  a lot  of  damage  was 
done  to  our  family,  especially  our  two  sons. 
Thank  God,  some  of  the  scars  are  slowly  being 
healed. 

“From  the  wonderful  sharing  that  I heard 
from  others  during  the  time  my  husband  was 
in  treatment,  I have  learned  that  there  is  a 
solution  to  our  problem.  I say  ‘our’  problem 
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because  alcoholism  is  a family  illness.  It  affects 
everyone  in  the  family  and  those  close  to  the 
alcoholic.  It  is  totally  false  when  one  says,  ‘I’m 
only  hurting  myself.’  I could  identify  with  the 
wives  who  felt  angry  and  guilty  and  ashamed. 
I had  the  same  thoughts  as  others.  I had  spent 
lonely  hours  waiting  for  him  to  come  home, 
then  being  so  angry  when  he  arrived  that  all  I 
could  do  was  scream  and  fuss.  I criticized  him 
when  he  didn’t  work  around  the  house,  but 
made  excuses  for  him  when  the  neighbors 
noticed  that  the  yard  was  not  cut.  I had 
dreamed  of  the  time  when  I would  get  a call  in 
the  night  that  he  had  been  killed  in  a horrible 
truck  accident.  (I  diligently  kept  the  life 
insurance  paid.)  I pictured  the  funeral  with  all 
the  patients  and  friends  paying  their  respects 
to  our  family.  I actually  experienced  the  relief 
that  I would  have  when  he  was  no  longer 
around  to  cause  us  trouble.  Then,  the  very  next 
minute,  I would  be  full  of  guilt  and  could  not 
believe  that  I had  ever  thought  such  a thing! 
Total  insanity...  But,  I learned  that  I was  not 
alone  with  these  crazy  thoughts.  Some  wives 
had  worse  dreams  than  I had.  I wasn’t  really 
crazy,  I was  caught  up  in  the  roller  coaster  of 
alcoholism.  I didn’t  even  drink.  I didn’t  have  a 
problem  with  the  alcohol,  but  I surely  had  the 
‘ism.’  I needed  help  just  as  much  as  he  did. 

“While  at  the  family  week,  I was  told  that  I 
didn’t  cause  his  illness,  I couldn’t  control  it, 
and  I certainly  couldn’t  cure  it.  What  a relief!  I 
had  felt  responsible  for  so  long,  and  I was  being 
told  this  was  HIS  disease,  but  it  had  affected 
me.  He  is  responsible  for  HIS  recovery,  and  I 
am  responsible  for  MY  recovery.  The  pressure 
was  relieved,  and  I could  begin  my  journey  of 
recovery,  but  I had  to  allow  him  the  dignity  to 
begin  his.  I found  a new  way  of  life  that  is 
wonderful.  Although  I have  always  been  active 
in  church,  I have  found  that  I can  let  go  of 
others  and  let  God  take  care  of  them.  After  all, 
HE  is  the  only  one  that  can  take  care  of  us.  He 
has  and  continues  to  do  for  us  what  we  could 
not  and  cannot  do  for  ourselves.  I continue  to 
be  amazed  at  the  peace  it  gives  to  be  able  to  get 
out  of  the  driver  seat  through  life.  I try  now  to 
do  the  pedaling  and  let  God  do  the  steering. 

“My  point  here  is  not  to  tell  you  how  bad  my 
life  was,  but  to  tell  anyone  who  might  be  living 
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like  that,  There  is  hope.  There  is  a solution  to 
the  problems  caused  by  alcoholism  / addiction. 

“I  want  to  encourage  you  to  go  to  Alanon 
meetings.  This  support  group  is  for  ME  and  for 
YOU.  The  program  that  is  available  has  saved 
my  life.  You  don’t  have  to  be  concerned  that 
someone  might  know  you  or  tell  others  that  you 
came  to  a meeting.  Your  anonymity  is 
respected.  You  don’t  have  to  give  your  name  or 
even  speak,  just  listen.  Everything  said  is 
confidential. 

“Space  does  not  permit  me  to  share  all  I 
would  like  to  share  with  you.  I can  only  share 
MY  experience,  strength  and  hope.  I have 
found  that  I only  receive  from  this  program  of 
recovery  when  I am  willing  to  give  to  others 
who  are  still  suffering.  I get  what  I give,  and  I 
can’t  afford  not  to  give  to  others,  because  I 
want  everything  I can  possibly  get  out  of  the 
rest  of  my  life. 

“We  are  blessed  in  our  state  to  have  a 
Physicians  Recovery  Network  that  believes  the 
family  of  the  alcoholic  or  addict  needs  as  much 
help  as  the  addict.  There  are  spouses  groups  in 


several  cities  in  our  state,  and  Dr.  Gerald 
Summer,  who  directs  the  state  program,  can 
put  you  in  touch  with  someone  near  you.  I have 
given  him  my  name  and  phone  number,  and 
there  are  others  who  are  willing  to  share  also. 
It  is  my  hope  and  prayer  that  if  you  or  someone 
you  love  has  a problem  with  alcohol  or  drugs, 
you  will  call  the  Montgomery  helpline  and  get 
your  blessing.  You  have  my  permission  to  call 
me  if  there  is  anything  I can  do  to  help  you 
understand  how  you  might  have  been  affected. 

“There  is  no  need  for  shame  and 
embarrassment.  Let’s  get  out  of  the  18th 
century  thinking  and  grow  in  knowledge  and 
understanding.  There  is  help  for  you,  but  you 
have  to  take  the  first  step  and  seek  it.  It  hurts 
me  to  know  that  so  many  people  continue  to 
live  in  pain  when  relief  is  so  near.  I wish  the 
happiness  that  I have  found  for  those  who  still 
suffer. 

“My  prayer  is  that  when  anyone, 
anywhere,  reaches  out  for  help,  let  the  hand  of 
Alanon  and  Alateen  always  be  there,  and  Let  it 
begin  with  me .” 


Practice  Sale  or  Merger  Consulting 

Confidential  Consulting  for  Physicians  or  Physician  Groups 

Are  you  thinking  about 

• Reorganizing  or  selling  your  practice? 

• Buying  a practice? 

• Merging  with  another  practice? 

Whether  your  practice  is  primary  care  or  specialty,  we  can  help  you.... 

• Appraise  and  evaluate  your  practice. 

• Merge  staffs. 

• Establish  fee  setting  mechanics  and  reviews. 

To  speak  to  our  consultants  confidentially,  call  ... 

• Bill  Carello  302-478-9283 

• Bill  Santora  or  David  Krigstein  302-737-6200 

Healthcare  Management  Services,  Inc. 

P.  O.  Box  5569,  Newark,  DE  19714 
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LOW  BACK  PAIN 

Wednesday,  October  5,  1994 
1 :00  pm  — 5:30  pm 

Delaware  Academy  of  Medicine 
1 925  Lovering  Avenue 
Wilmington,  DE  19806 


Sponsored  by 


Medical  Society  of  Delaware 
Hosted  by 

Delaware  Valley  HMO 
Healthcare  Delaware 
American  Health  Alternatives 
American  Health  Preferred 


TUITION 


Physicians  (non-par) $25.00 

Resident  and  Students Courtesy 


Tuition  includes  course  syllabus  and 
refreshments.  Advance  registration  is 
required  by  September  27,  1994,  to 
ensure  reservations 


COURSE  DESCRIPTION 

NEUROLOGIC  EVALUATION  OF 
LOW  BACK  PAIN 
Thomas  C.  Mueller,  MD 
Describe  the  neurologic  approach  to  the 
diagnosis  of  low  back  pain,  including  physical 
exam,  radiographic  and  neurophysiologic 
testing. 

USE  AND  ABUSE  OF  IMAGING 
STUDIES  IN  THE  EVALUATION  OF 
LOW  BACK  PAIN 
Stephen  L.  Hershey,  MD 
Describe  the  orthopedic  evaluation  of  the 
lower  back  pain  patient,  including  history, 
physical  examination  and  the  proper  role  of 
imaging  studies  in  diagnosis  and  treatment. 
Also  limitation  and  abuse  of  imaging  studies 
will  be  discussed. 

LOW  BACK  PAIN 
Robert  H.  Condon,  MD 
Conservative  management  of  various  low 
back  pain  syndromes,  evaluation  of  the 
patient  in  regard  to  returning  to  work  and 
prevention.  Treatment  modalities  and  the 
importance  of  prevention,  particularly  inn 
regard  to  education  and  exercise  will  be 
discussed. 

Accreditation  Statement 

The  Medical  Society  of  Delaware  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical 
education  for  physicians.  The  Medical  Society  of  Delaware  designates  this 
continuing  medical  education  activity  for  3.5  credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical  Association. 

Disclosure  Statement 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to  comply  with  the  ACCME 
Standards  or  Commercial  Support  of  Continuing  Medical  Education.  In  keeping 
with  these  standards,  all  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  the  Medical  Society  of  Delaware  are  expected  to 
disclose  to  the  program  audience  any  real  or  apparent  conflict  of  interest 
related  to  the  content  of  their  presentation. 

For  more  information 
Contact:  Richard  J.  Morris,  MD 
Program  Director 
(302)  652-8038  in  Wilmington 
(302)  734-42 1 7 in  Dover 
(6 1 0)  358-5650  in  Pennsylvania 


SPECIAL  REPORT 


Minimizing  Diversion  of  Prescription 
Drugs  in  Your  Practice 


While  U.S.  government  surveys*  continue  to  show  a significant  decline  in  the  abuse  of 
prescription  drugs,  it  is  critical  that  physicians  remain  alert  to  the  possibility  that  some 
patients  may  try  to  abuse  or  divert  their  prescription  medicines.  Physicians  who  can  identify 
drug  abusers  and  know  the  drugs  preferred  by  them  and  the  means  they  use  to  obtain  the  drugs 
will  be  better  able  to  prevent  or  deter  prescription  drug  diversion.1 

Diversion  occurs  whenever  a person  deceives  a physician  for  the  purpose  of  obtaining  a 
prescription  drug.  Drug  abusers  may  not  be  easy  to  identify.  They  come  from  all  walks  of  life, 
abuse  a variety  of  drugs  in  a variety  of  ways  and  present  themselves  in  many  disguises.2 


Identifying  the  Drug  Abuser 

Drug  abusers  can  often  feign  symptoms  (e.g., 
migraine  headache,  colitis  or  back  pain)  that 
are  hard  to  disprove.1  Certain  clues,  however, 
can  serve  as  warning  signs  that  alert  the 
physician  to  the  possibility  of  drug  abuse.  While 
the  following  signs  in  and  of  themselves  do  not 
signify  the  patient  is  a drug  abuser,  they  do 
alert  the  physician  to  examine  the  situation 
closely.  The  physician  should  suspect  if 
patients: 

• State  that  they  are  from  out  of  town2 

• Claim  that  the  prescription  has  been  lost2 

• Visit  the  physician  during  off-hours2 

• Present  symptoms  that  contradict  clinical 
observation  (atypical  symptoms)3 

• Will  not  permit  a medical  history  and 
workup1 

• Seek  a specific  drug  rather  than  treatment 
for  symptoms3 

• Request  a specific  drug  by  name  and  will  not 
readily  accept  an  alternative  that,  unknown 
to  the  drug  abuser,  has  a similar 
pharmacologic  effect3 

• Claim  that  certain  drugs  are  ineffective3 

• State  that  a particular  drug  had  been 
prescribed  by  a physician  in  a different 
locale3 


Guidelines  for  Deterring  Drug  Abusers 

Physicians  face  a dilemma,  because  these  signs 
could  represent  perfectly  normal  behavior  in 
some  patients,  and  if  every  patient  becomes 
suspect,  then  innocent  patients  suffer.  What  to 
do?  The  use  of  the  following  guidelines  should 
help  physicians  deter  drug  abusers  without 
compromising  patient  care. 

1.  Ask  for  identification  (driver’s  license  or  social 
security  number).1 

2.  Independently  confirm  patient’s  medical 
history  by  contacting  any  physicians  named  by 
the  patient.1 

3.  Ask  to  see  bottles  of  previous  medicines 
dispensed  which  can  be  checked  with  the 
pharmacist  who  dispensed  them.3 

4.  Do  a complete  medical  history  and  physical 
examination  to  probe  for  signs  of  abuse.1 

5.  Telephone  your  state  health  authority,  who 
will  often  be  able  to  tell  you  whether  the 
patient  is  known  to  abuse  drugs  and  which 
drugs  he  or  she  is  likely  to  be  seeking.3 

6.  Do  not  prescribe  to  patients  on  demand.1 

7.  Do  not  prescribe  small  doses  of  a drug  in  the 
hope  that  this  will  be  the  patient’s  last  visit.1 

8.  Where  possible,  use  pharmacies  that  maintain 
computer  profiles  of  patients.1 

9.  Telephone  the  police  if  the  patient  becomes 
threatening  or  violent.3 


*DAWN  National  Household  Survey 

The  following  report  was  sent  to  the  Delaware  Medical 
Journal  for  publication  by  Bonnie  Wallner,  director  of  the 
Delaware  Board  of  Pharmacy. 
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In  this  age  of  consumer  advocacy,  it  is 
important  for  physicians  to  stand  firm  in 
recommending  what  they  see  as  appropriate 
and  prudent  treatment  and  not  what 
patients  may  insist,  or  believe,  they  need3  — 
a task  that  is  not  always  easy  to  accomplish. 
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Report  of  the  AMA  Board  of  Trustees 


At  the  1993  Interim  Meeting,  the  House  of 
Delegates  referred  Resolution  151,  which 
was  introduced  by  the  American  Association 
of  Public  Health  Physicians,  to  the  Board  of 
Trustees.  That  resolution  asked  that  the 
American  Medical  Association  (AMA)  con- 
sider support  for  single-payer  health  system 
reform.  Policy  165.960,  AMA  Policy  Compen- 
dium, states  that  “single-payer  systems  are 
not  in  the  best  interests  of  the  public, 
physicians,  or  the  health  care  of  this  nation 
and  should  be  strenuously  resisted.”  The 
Board  has  carefully  reconsidered  the  merits 
of  supporting  a single-payer  health  system 
reform  plan  and  submits  this  report  to  the 
House. 

Overview 

Under  a single-payer  system,  one  agency 
collects  funds,  sets  payment  rates,  and  pays 
claims  for  all  mandated  health  care  services. 
A single  payer  also  may  use  its  monopsony 
(single  purchaser)  power  to  impose  spending 
targets  or  global  budgets  on  physicians  and 
hospitals.  Supporters  of  single-payer  health 
system  reform  claim  that  centralizing  health 
care  payment  will  readily  limit  health  care 
expenditures.  Recently,  most  interest  in  a 
national,  single-payer  plan  has  focused  on 
the  legislative  proposal  (HR  1200)  introduced 
by  Rep.  Jim  McDermott  (D-Wash).  Some  25 
states  also  are  considering  single-payer 
proposals;  a single-payer  referendum  is 
expected  to  be  on  the  November  ballot  in 
California. 

Countries  using  single-payer  health 
insurance  systems  include  Canada,  the 
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United  Kingdom  (UK),  and  Sweden.  The 
administrative  structure  of  the  single-payer 
system  and  its  effectiveness  in  controlling 
expenditures  differ  across  countries.  Be- 
cause of  the  unique  size  and  complexity  of  the 
U.S.  health  care  system,  a single-payer  plan 
in  this  country  would  necessarily  differ  from 
those  in  other  countries.  Nonetheless,  the 
experiences  of  these  countries  provide  a basis 
of  evaluation.  Furthermore,  although  the 
term  single-payer  refers,  in  its  strictest 
sense,  to  the  financing  and  payment 
mechanisms  of  health  care,  analyses  of 
single-payer  systems  must  be  evaluated  not 
only  for  their  cost-savings  potential,  but  also 
for  their  consistency  with  the  AMA’s  vision  of 
comprehensive  health  system  reform.  The 
following  discussion  evaluates  single-payer 
plans  in  light  of  several  important  criteria: 

• achieve  universal  health  care  cover- 
age and  provide  quality  care  to  all 
Americans; 

• strengthen  physician  practice  au- 
tonomy and  maintain  patient  choice 
and  fee-for-service  medicine; 

• enhance  the  quality  of  care  through 
flexibility  and  adoption  of  new 
technology; 

• slow  the  rate  of  growth  in  health  care 
spending;  and 

• simplify  billing  and  reimbursement 
and  reduce  administrative  costs. 

Universal  Coverage  and  Quality  of  Care 

Health  system  reform  should  expand  health 
care  coverage  to  all  citizens.  Furthermore,  it 
should  assure  that  all  individuals  receive  an 
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adequate  level  of  high-quality  care.  Current 
single-payer  systems  have  produced  admi- 
rable results  in  providing  a nation’s 
population  with  access  to  primary  care. 
However,  because  of  spending  ceilings  for 
health  care  providers,  as  well  as  strict 
controls  on  both  the  number  of  hospitals 
performing  specific  procedures  and  the 
number  of  procedures  performed,  countries 
with  single-payer  systems  are  far  less 
successful  in  supplying  both  urgent  and 
elective  specialty  services.  References  are 
often  made  to  the  long  queues  of  patients 
waiting  for  these  services. 

Supporters  of  single-payer  systems  argue 
that  (1)  references  to  queues  for  specialty 
services  are  anecdotal;  (2)  queues  and  limits 
on  technology  do  not  negatively  affect  health 
care  outcomes;  and  (3)  queue-based  alloca- 
tion is  no  less  fair  than  the  rationing  by  price 
and  income  in  the  U.S. 

Regarding  the  first  argument,  the 
frequency  of  anecdotal  reports,  along  with  a 
few  more  detailed  reports  of  queues  in 
Canada  and  the  UK,  are  sufficient  to  raise 
concern  that  waiting  lines  for  medical 
services  could  develop  in  the  U.S.  under  a 
single-payer  system.  For  example,  it  has 
been  reported  that  queues  in  Great  Britain 
are  the  largest  and  longest,  with  over  one 
million  Britons  awaiting  hospital  procedures 
in  late  1990.  A recent  12,000-person  survey 
by  Canada’s  official  statistical  agency  led  to  a 
projection  of  more  than  177,000  Canadians 
waiting  for  surgical  procedures. 

In  1991,  the  U.S.  General  Accounting 
Office  (GAO)  surveyed  Ontario’s  26  teaching 
hospitals,  where  individual  physicians  clas- 
sify patients  needing  surgical  procedures  as 
emergent,  urgent  or  elective.  Among  their 
findings, 

• program  directors  reported  1,029 
patients  (classified  as  urgent  or 
elective)  waiting  for  cardiovascular 
surgical  procedures, 

• the  longest  list  for  emergent  care  was 
for  lithotripsy  treatment:  168  pa- 
tients waiting  from  one  to  90  days. 

The  GAO  concluded,  “Queues  are  the 
result  of  hospitals’  attempts  to  deal  with  the 
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constraints  imposed  by  global  budgeting  and 
technology  controls.” 

A similar  analysis,  focusing  on  coronary 
artery  bypass  surgery  (CABS)  queues  in 
Toronto,  reported  that,  in  1984,  356  patients 
waited  an  average  of  two  to  three  weeks.  By 
1989,  the  queue  had  increased  to  848 
patients  waiting  three  to  nine  months.  In 
analyzing  the  imbalance  between  supply  and 
demand,  the  author  noted: 

Although  extraglobal  funding  arrange- 
ments were  in  place  to  reimburse 
hospitals  for  minor  overruns,  each 
hospital’s  resources  were  subject  to 
intense  internal  competition.  Hence, 
competing  priorities  tended  to  preclude 
institutional  reallocation  of  funds  from 
other  services  supported  by  the  global 
budget. 

More  recently,  a 1993  study  published  in 
the  Journal  of  the  American  Medical 
Association  (JAMA)  analyzed  use  of  CABS  in 
the  Canadian  provinces  of  Ontario,  Manitoba, 
and  British  Columbia  compared  with  New 
York  and  California.  In  New  York,  the  state 
controls  the  number  of  hospitals  performing 
CABS,  but  not  the  number  performed. 
California  has  no  controls  in  place. 

The  authors  reported  that  between  1983 
and  1989,  age-adjusted  CABS  rates  were 
highest  in  California  and  lowest  in  the 
Canadian  jurisdictions,  with  the  differences 
most  pronounced  for  the  oldest  age  groups. 
Because  the  authors  controlled  for  the 
incidence  of  ischemic  heart  disease,  they 
believe  the  data  suggest  that  the  regulation 
possible  under  the  centralized  control  of  a 
single-payer  system  is  associated  with  lower 
levels  of  CABS  among  the  elderly. 

The  second  argument  noted  above, 
whether  outcomes  differ  between  systems,  is 
critical,  albeit  more  difficult  to  measure. 
Typically,  cross-national  comparisons  of 
health  status  focus  on  indicators  such  as 
infant  mortality  and  average  life  expectancy. 
These  indicators  are  not  ideal  for  comparing 
health  systems  because  they  are  influenced 
by  many  factors  beyond  the  health  care 
system. 

The  GAO  recently  attempted  to  select 
indicators  that  are  more  directly  influenced 
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by  sophisticated  medical  services.  In  a 1994 
report,  they  compared  survival  rates  in  the 
U.S.  and  Ontario  for  four  types  of  cancer.  A 
survival  rate,  the  proportion  of  all  patients 
still  alive  at  a given  point  in  time  after 
diagnosis,  is  a good  measure  of  health  care 
services  received.  The  GAD's  findings 
regarding  breast  cancer  were  most  pro- 
nounced: 

• The  survival  rate  for  breast  cancer 
patients  in  the  U.S.  is  consistently 
greater  than  for  Ontario  from  1978 
through  1990. 

• The  median  survival  times  are  123 
months  for  the  U.S.  and  112  for 
Ontario,  a difference  of  almost  a year. 

• The  differences  in  survival  times  may 
be  attributable  to  more  effective 
treatment  or  earlier  and  more 
aggressive  diagnosis. 

Considering  again  the  queues  for  CABS 
in  Canada,  death  or  myocardial  infarction 
among  patients  on  waiting  lists  appears  to  be 
rare.  However,  data  do  indicate  that  the 
longer  the  waiting  time  for  persons  who  are 
out  of  work  due  to  coronary  symptoms,  the 
lower  the  probability  that  such  a person  will 
return  to  work  and  remain  in  the  work  force 
after  CABS. 

Although  these  reports  regarding  out- 
comes are  obviously  limited  in  scope,  they  are 
a cause  for  concern  until  more  comprehen- 
sive studies  can  be  completed. 

Finally,  the  argument  that  queue-based 
allocation  is  no  less  fair  than  the  current 
rationing  by  price  and  income  in  the  U.S. 
does  nothing  to  further  the  search  for  an 
improved  health  care  system.  Rationing  is  a 
process  of  allocating  health  care  resources 
that  results  in  limitations  or  denials  of 
medical  services  (Policy  155.965).  The 
possibility  for  rationing  should  be  critically 
examined  in  any  proposal  for  health  care 
reform. 

Practice  Autonomy,  Patient  Choice 
and  Fee-for-Service. 

Some  physicians,  frustrated  by  insurers’ 
interference  in  their  treatment  decisions,  are 
looking  toward  a single-payer  plan  as  a 
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means  to  maintain  physician  practice 
autonomy,  patient  choice,  and  fee-for-service 
medicine.  Existing  single-payer  systems  do 
not  require  their  physicians  to  justify  case- 
by-case  treatment  decisions.  In  addition, 
patients  generally  are  free  to  choose  the 
physician  from  whom  they  obtain  care;  no 
single  physician  serves  as  gatekeeper.  These 
attributes,  however,  are  already  threatened 
on  several  fronts  in  Canada,  and  would  not 
necessarily  be  implemented  under  a U.S. 
single-payer  system. 

First,  although  physicians  in  Canada 
classify  patients  needing  specialty  services 
as  emergent,  urgent,  or  elective,  they  have 
no  control  over  the  administration  of  a 
queue.  Nonetheless,  physicians  are  of  course 
responsible  for  treating  the  adverse  effects  of 
long  waiting  times  and  the  consequences  of 
delayed  services.  In  fact,  in  British  Colum- 
bia, a hospital  and  the  government  were  sued 
in  connection  with  a patient  who  became 
unstable  on  the  cardiac  surgery  waiting  list 
and  died.  Such  constraints  in  the  U.S.  would 
clearly  translate  into  an  increased  legal  risk 
borne  by  physicians. 

Second,  as  exemplified  in  the  Canadian 
provinces,  government  control  of  physician 
fees  is  just  the  beginning  of  a slippery  slope. 
In  recent  years,  as  Canada’s  physician 
population  has  grown  and  the  use  of  medical 
care  has  risen,  provincial  governments  have 
become  more  aggressive  in  constraining 
payments  to  physicians  (see  complete  table  of 
economic  agreements  in  Policy  Research 
Perspectives,  September  20,  1993).  A sum- 
mary of  provincial  fee  agreements  is  listed 
below: 

• Six  Canadian  provinces  have  global 
budgets  in  place  for  physician 
services;  three  provinces  use  spend- 
ing targets. 

• Accountability  for  utilization  in- 
creases, physician  supply,  and  indi- 
vidual high-income  earners  are  key 
parts  of  the  negotiating  process. 

• Five  provinces  have  implemented 
medical  school  enrollment  cutbacks. 

Perhaps  most  alarming  are  the  indi- 
vidual income  thresholds  in  place  in  three 
provinces:  physicians  whose  earnings  exceed 
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a given  threshold  amount  receive  payments 
based  on  a discounted  fee  schedule.  For 
example,  in  Newfoundland,  general  practi- 
tioners earning  $0  to  $300,000  receive  100 
percent  of  the  fee  schedule;  $300,000  to 
$350,000,  67  percent  of  the  fee  schedule;  over 
$350,000,  33  percent  of  the  fee  schedule. 
Currently,  the  provinces  cannot  distinguish 
between  physicians  with  justified  and  those 
with  unjustified  extra-threshold  incomes. 

Furthermore,  although  Canada  main- 
tained fee-for-service  medicine  and  patient 
choice  in  their  move  to  a single-payer  system, 
it  made  that  move  23  years  ago  — prior  to  the 
emergence  of  managed  care.  At  least  some 
advocates  of  a single-payer  system  in  the 
U.S.  will  undoubtedly  claim  that  capitated 
payments  would  afford  single-payers  greater 
leverage  (relative  to  fee-for-  service)  in 
trying  to  meet  their  expenditure  targets. 
Also,  some  advocates  will  encourage  the  use 
of  physicians  as  gatekeepers.  Therefore,  if 
single-payer  reform  in  the  U.S.  were  to  be 
built  on  elements  of  managed  care,  both  fee- 
for-service  and  patient  choice  would  be  lost. 

Health  System  Flexibility  and 
Adoption  of  New  Technology 

As  a means  to  maintain  quality,  health 
system  reform  should  promote  flexible  and 
responsive  health  care  delivery.  It  is 
generally  acknowledged  that  the  system  of 
multiple  payers  in  the  U.S.  has  produced  a 
highly  flexible  and  innovative  health  care 
delivery  system.  In  contrast,  centrally 
controlled  systems  do  not  respond  quickly  to 
changing  human  service  needs  and  they 
stifle  technological  innovations  that  save 
lives. 

For  example,  it  is  widely  accepted  that 
life-saving  medical  technologies  are  more 
quickly  and  more  widely  available  in  the  U.S. 
than  in  Canada.  Per  capita  comparisons 
(originally  reported  in  Board  Report  V,  A-89) 
include: 

• nearly  eight  times  more  magnetic 
resonance  imaging  and  open  heart 
surgery  units  per  capita  in  the  U.S. 
than  in  Canada; 
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• over  six  times  more  extracorporeal 
shock  wave  lithotripsy  units  per 
capita  in  the  U.S.;  and 

• four,  three  and  two  times  more 
cardiac  catheterization,  radiation 
therapy  and  organ  transplantation 
units  per  capita,  respectively,  in  the 
U.S. 

Critics  argue  that  differences  reflect 
over-provision  in  the  U.S.  rather  than  under- 
provision in  Canada.  Given  the  continuing 
queues  discussed  above,  it  is  difficult  to  view 
these  rates  as  anything  but  an  under- 
provision of  critical  technology  caused  by  a 
single-payer  system  with  strict  budgetary 
controls. 

Furthermore,  single-payer  systems  have 
been  slow  to  incorporate  innovations  such  as 
free-standing  emergency  centers,  entrepre- 
neurial medical  supply  arrangements,  surgi- 
cal centers,  and  other  modalities  for  the 
provision  of  care.  An  inability  on  the  part  of 
individuals  to  opt  for  private  coverage  would 
raise  further  concerns  that  individual 
patient  needs  would  not  be  met. 

Health  Spending  Restraint 

Health  system  reform  also  should  restrain 
health  care  outlays  in  the  aggregate. 
Supporters  of  single-payer  systems  point  to 
differences  in  health  care  spending  as  a 
percentage  of  gross  domestic  product  (GDP) 
as  an  indication  of  spending  restraint:  from 
1985  to  1991,  the  percentage  change  in  total 
health  care  spending  as  a percentage  of  GDP 
increased  3.9  percent  in  the  U.S.,  compared 
with  1.6  percent  in  the  UK  and  2.7  percent  in 
Canada.  International  spending  compari- 
sons should  not,  however,  be  based  on  any 
one  economic  indicator.  The  following  facts 
raise  questions  as  to  whether  single-payer 
countries  have  been  able  to  control  health 
spending: 

• Most  single-payer  countries  have  not 
been  able  to  stabilize  health  spending 
as  a share  of  GDP.  From  1985  to  1991, 
changes  in  GDP  shares  to  health  care 
were  positive  in  Canada.  One  excep- 
tion is  Sweden,  with  an  annual 
percentage  change  of  -0.4  percent. 
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• Growth  in  nominal  per  capita  health 
expenditures  illustrates  how  well  a 
country  controls  health  expenditure 
growth  per  person.  From  1970  to 
1989,  nominal  per  capita  growth  was 
faster  in  Canada  (12.2  percent)  than 
the  U.S.  (11.7  percent). 

• If  nominal  figures  are  adjusted  for 
inflation  using  overall  inflation  indi- 
ces, they  show  that  health  expendi- 
tures (in  constant  dollars)  rose  much 
faster  in  the  U.S.  However,  medical 
care  price  indices  are  superior 
deflators  for  determining  the  actual 
increases  in  medical  resources  con- 
sumed. Using  these  indices,  yearly 
rates  of  per  capita  increases  from 
1970  to  1987  were  almost  identical: 
2.91  percent  in  Canada  and  2.90 
percent  in  the  U.S.  A study  published 
in  1983  similarly  found  comparable 
rates  of  per  capita  increases  between 
Canada  and  the  U.S.  from  1985  to 
1991. 

• A review  of  Canadian  data  since  1960 
suggests  that  the  introduction  of  a 
single-payer  system  with  universal 
coverage  did  not  significantly  affect 
the  rate  of  growth  of  the  share  of 
health  expenditures  on  GNP  in  that 
country. 

The  UK,  in  response  to  rising  demands 
for  care  and  budgetary  constraints,  appears 
to  be  moving  away  from  its  traditional 
national  health  care  system.  Recent  adminis- 
trative changes  separate  purchaser  and 
provider  roles. 

The  Congressional  Budget  Office  (CBO) 
projects  that  HR  1200  would  save  $114 
billion  in  national  health  spending  in  the 
year  2003  compared  to  current  trends.  As 
stated  in  the  analysis  of  Board  Report  RR  (I- 
92),  however,  the  means  for  achieving 
savings  — arbitrary  global  budgets  and  price 
controls  would  adversely  affect  patient  care. 

Lastly,  the  financing  of  single-payer 
systems,  relying  solely  on  taxation  severs  the 
link  between  the  individual’s  contribution  to 
health  care  and  consumption  of  health  care 
resources.  The  AMA  encourages  cost- 
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conscious  decision-making  by  patients  and 
believes  that  individuals,  employers,  and 
government  should  all  share  responsibility 
for  paying  for  reform. 

Billing  and  Reimbursement 

Lastly,  a reformed  health  care  system  should 
be  administratively  simpler  than  the  exist- 
ing one.  Advocates  of  single-payer  reform 
posit  that  simplified  reimbursement  and 
uniform  billing  are  key  strengths  of  a single- 
payer system.  Physicians  in  countries  with  a 
single-payer  submit  most  of  their  bills  to  one 
agency.  Therefore,  billing  and  clerical 
expenditures  are  relatively  smaller  than  in 
the  U.S.  Hospitals  usually  do  not  need  to  bill 
at  all;  they  are  paid  according  to  a global 
annual  budget. 

CBO  projects  $50  to  $100  billion  in 
annual  administrative  savings  under  HR 
1200.  However,  a review  of  the  literature 
estimating  administrative  expenses  in  the 
U.S.  (reported  previously  in  Board  Report  V 
A-93)  finds  the  following: 

• Current  estimates  of  total  insurer, 
hospital,  and  physician  administra- 
tive costs  are  quite  crude  and  are 
almost  certainly  overstated. 

• Potential  savings  from  single-payer 
reform  are  rough  estimates. 

• Neither  existing  studies  nor  account- 
ing data  are  adequate  for  measuring 
total  administrative  expenses  or  for 
measuring  what  portion  is  attribut- 
able to  the  U.S.  multiple-payer 
financing  system.  A sizable  portion  is 
most  likely  not  associated  with 
payment  method  and  would  remain 
even  with  payment  reform. 

Health  economists  agree  that  the  magni- 
tude of  administrative  costs  is  not  a sufficient 
rationale  for  choosing  between  health  care 
systems. 

Summary 

Single-payer  proposals  that  promise  to 
provide  universal  coverage,  maintain  fee-for- 
service  medicine,  protect  physician  au- 
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tonomy,  restrain  health  spending,  and 
simplify  reimbursement  and  billing  may 
appear  enticing.  However,  the  Board  of 
Trustees  continues  to  find  that  single-payer 
systems  with  strict  global  budgets: 

• fail  to  provide  adequate  and  timely 
urgent  and  elective  specialty  ser- 
vices; 

• continue  to  encroach  on  physician 
autonomy  and  the  physician-patient 
relationship; 

• neglect  changes  in  technology; 

• have  not  been  able  to  stabilize  health 
spending;  and 

• incur  some  of  the  same  administra- 
tive costs  as  multiple-payer  systems. 

References  for  this  report  are  available 
upon  request. 

Recommendation 

The  Board  of  Trustees  recommends  that  the 
following  statement  be  adopted  in  lieu  of 
Resolution  151  (1-93)  and  that  the  remainder 
of  this  report  be  filed: 

The  AMA  reaffirms  its  opposition  to 
single-payer  systems  as  expressed  in  Policy 
165.960. 
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When  You  Need  Physical 

Therapy,  See  a PT 


John  Bradley,  P.T.  • Stephen  Rapposelli,  P.T 


What  our  patients  are  saying: 

"I  became  well  before  I expected" 

"Everyone  was  happy,  friendly  and  cheerful" 
"I  appreciated  your  genuine  warmth  and 
concern" 

What  doctors  are  saying: 

"Patients  pleased  with  personal  service" 
"Very  attentive  and  kind" 

"My  experience  has  been  nothing  less  than 
positive" 


Fiscal  Note:  No  significant  impact 
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WEEK 


October  2-8, 1994 


Convenient  Patient  Parking 
Morning  & Evening  Hours 
Most  Insurances  Accepted  (including  Medicare) 
Prompt  Treatment 
Latest  Equipment  & Technology 
Friendly,  Courteous  Staff 

By  Referral  Only 


PHYSICAL  THERAPY 


»at  Hockessin 


720  Yorklyn  Road  • Suite  110 
Hockessin,  DE  19707 

(302)  234-2288 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 
CT  Scan 

Low-dose  mammography 

OB  and  general  ultrasound 

Color  Doppler  ultrasound 

— Fluoroscopy 
— General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-l  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


© 1993  Poe  & Brown,  Inc. 


Groups  of  three  or  more  physicians  or  surgeons 
qualify  for  special  underwriting  consideration  with  the 
Physicians  Protector  Plan*...  and  that  means  special, 
premium  credits  not  available  with  individual  policies. 

In  addition  to  its  attractive  premiums,  the  group 
practice  program  offers  flexibility  and  benefits  not 
always  found  in  individual  protection. 

And  the  group  coverage  is  provided  by  the  same,  fine 
insurance  group  that  provides  the  Physicians  Protector 
Plan  — CNA  Insurance  Companies.  CNA’s  financial 
strength  and  claims-paying  ability  have  been  reflected  in 
high  ratings  by  the  top  four  independent  rating  services: 
A.M.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 
Phelps. 

OVA 

For  All  the  Commitments  You  Make® 


To  find  out  how  you  can  benefit  with  the  Physicians 
Protector  Plan’s  group  program,  contact  the  indepen- 
dent agents  listed  below  or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zutz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHYSKLWplaos 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Harford,  two  of  the  CNA  Insurance  Companies. 
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Physicians  and  Attorneys  Working  Together: 

The  Traumatically  Injured  Personal  Injury  Claimant 


Edmund  Daniel  Lyons,  Esq. 


Like  it  or  not,  most  physicians  are  going  to  come  in 
contact  with  traumatically  injured  patients  who  are 
presenting  claims  for  compensation  through  our 
judicial  system.  This  article  was  written  to  assist 
the  physician  in  understanding  what  to  expect  and 
how  she  can  work  in  concert  with  the  claimant’s 
attorney  to  maximize  assistance  to  the  patient  and 
minimize  disruption  to  her  practice. 

The  Routine  Case 

In  the  routine  case,  a patient  presents  to  a primary 
care  physician  with  a complaint  of  soft  tissue 
cervical,  thoracic  or  lumbar  injury.  The  patient  has 
already  been  seen  by  the  emergency  room  at  the 
hospital  and  X-rays,  if  any  were  taken,  are  normal. 
Commonplace  treatment  includes  analgesics  and 
muscle  relaxants,  followed  by  a conservative  wait- 
and-see  approach  with  physical  therapy  and  MRI  or 
EMG  testing  often  ordered  if  symptoms  do  not 
subside.  How  does  this  treatment  pattern  intersect 
with  our  judicial  system  when  the  patient  is 
presenting  a claim  for  damages  against  a party 
whose  fault  caused  his  injury? 

Payment  of  Medical  Bills  — 

The  Patient’s  PIP  Insurance 

In  Delaware,  all  registered  automobiles  are 
required  to  be  protected  by  certain  minimum  limits 
of  liability  insurance  (protecting  drivers  at  fault 


Mr.  Lyons  is  an  attorney  in  the  firm  of  Aerenson,  Ferrara  & 
Lyons  in  Wilmington,  Delaware. 
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against  claims  of  injured  parties)  and  also  by  PIP 
protection.  PIP  (Personal  Injury  Protection) 
insurance  covers  the  medical  bills  and  lost  wages  of 
a driver,  passenger  or  pedestrian  injured  in  an 
automobile  accident,  subject  to  the  limits  of  the 
policy,  which  must  be  at  least  $15,000  per  person 
or  $30,000  for  all  persons  per  accident.  Thus,  it  is 
important  for  a patient  injured  in  an  automobile 
accident  to  advise  the  physician  of  the  identity  of 
the  PIP  insurance  carrier  which  will  be  covering 
medical  bills  incurred  as  a result  of  the  accident. 
Subject  to  the  limits  of  the  policy,  such  bills  are 
payable  for  up  to  two  years  post  accident  and  in  the 
event  that  “dental  or  surgical  procedures”  are 
“medically  ascertainable  but  impractical  or 
impossible  to  perform  during  that  two-year 
period,”  they  may,  on  submission  of  an  appropriate 
statement  by  the  doctor,  be  covered  even  outside 
the  two  years  post  accident. 

Oftentimes  physicians  will  submit  claims 
directly  to  the  PIP  carrier  for  reimbursement  for 
medical  services  rendered  to  the  accident-injured 
patient  and  there  is  no  reason  why,  if  the  physician 
is  comfortable  doing  so,  that  a lawyer  need  even  be 
involved  in  submitting  these  PIP  claims.  On  the 
other  hand,  where  the  physician  encounters 
difficulty  in  getting  her  bills  paid,  the  patient’s 
attorney  can  be  the  best  friend  of  the  physician  and 
the  patient  in  securing  payment  of  the  bills.  In  that 
case,  it  pays  for  the  physician  or  her  support  staff  to 
be  willing  to  work  with  the  attorney’s  office  to 
accomplish  presentation  and  payment  of  the 
appropriate  bills.  Most  plaintiffs’  attorneys  do  not 
charge  a fee  for  securing  payment  of  PIP-covered 
medical  expenses  other  than  in  the  relatively 
unusual  case  where  suit  must  be  filed  against  the 
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insurer  to  compel  payment.1  Although  lawyers  are 
aware  that  physicians  would  simply  like  to  treat 
patients  and  be  paid  for  it,  it  seems  that  it  would  be 
in  the  physician’s  interest  to  cooperate  with  the 
attorney,  even  to  the  point  of  being  willing  to 
testify  in  support  of  her  bills,  so  that  the  client’s  bill 
and  the  physician  can  be  paid. 

If  the  physician  is  aware  that  she  is  treating  a 
patient  injured  in  an  auto  accident,  that  patient’s 
bill  should  not  be  submitted  to  the  patient’s 
medical  insurer  unless  the  no-fault  or  PIP  coverage 
otherwise  applicable  has  first  been  exhausted.  In 
other  words,  PIP  is  “primary”  for  payment  of 
medical  bills  in  the  case  of  auto  accident  injuries. 

What  about  the  case  where  the  patient  has  no 
PIP  insurance  (there  are  estimates  of  approxi- 
mately one-third  of  Delaware’s  drivers  not  having 
the  statutorily  required  insurance  covering  them  as 
they  travel  on  our  highways)  and/or  the  limits  of 
such  insurance  have  been  exhausted,  and  there  is  no 
health  insurer?  At  that  point,  the  physician  will 
find  that  most  patients  will  have  a difficult  time 
paying  ongoing  medical  bills  without  the 
assistance  of  such  insurance,  particularly  where 
extensive  physical  therapy  is  involved.  A common 
practice  acceptable  to  many  physicians  and 
lawyers  is  for  the  client  to  sign  a “letter  of 
protection”  in  favor  of  the  doctor  with  a copy 
delivered  by  the  physician  to  the  patient’s  attorney 
directing  the  attorney  to  pay  the  physician’s 
medical  bills  off  the  top  of  any  subsequent 
settlement  or  award  in  favor  of  the  patient.  Having 
received  such  a letter,  most  physicians  are  willing 
to  continue  to  treat  and  await  payment  of  their  bill. 

Despite  the  foregoing,  which  presents  a 
relatively  straightforward  system  of  indemnifica- 
tion for  medical  bills  incurred  by  patients  injured  in 
auto  accidents,  physicians  are  cautioned  to  be 
aware  that  this  system  only  applies  in  the  case  of  an 
automobile  accident.  For  example,  if  a patient  has 
been  injured  through  an  accident  on  someone’s 
premises  (perhaps  in  a slip  and  fall)  there  is  no  PIP 


1 . Positions  often  taken  by  PIP  insurers  to  justify  nonpayment  of 
medical  bills  include  an  argument  that  the  condition  being 
treated  is  not  accident  related  (often  found  in  the  case  of 
treatment  of  conditions  which  pre-existed  the  accident  but 
which  were  aggravated  by  the  problem  suffered  in  the  accident) 
or  that  treatment  (often  times  physical  therapy  or  chiropractic 
treatment)  is  of  no  medical  benefit  but  simply  falls  into  the 
category  of  maintenance  as  opposed  to  treatment. 
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policy  that  automatically  kicks  in,  although  most 
homeowners’  liability  policies  include  a no-fault 
“medical  payments”  provision  often  with  a $1,000 
limit  to  indemnify  against  medical  bills  so 
incurred.  PIP  is  also  not  applicable  if  an  individual 
is  injured  in  a work-related  context  (other  than  an 
automobile  accident)  but  a discussion  of  the 
workers  compensation  issues  that  arise  in  such  a 
situation  is  beyond  the  scope  of  this  article. 

Requests  for  Copies  of  Medical  Records 

Once  treatment  is  ongoing,  the  physician  will  often 
receive  a letter  on  behalf  of  an  attorney 
representing  the  patient  or  the  person  who 
allegedly  caused  the  accident  requesting  copies  of 
medical  records  relating  to  the  physician’s 
treatment  of  the  patient.  Normally,  a physician 
should  not  provide  records  to  anyone  outside  the 
chain  of  treatment  other  than  the  patient  him-  or 
herself  without  the  patient’s  written  authorization. 

However,  under  Delaware  law,  personal  injury 
claimants  are  required  to  give  an  authorization  to 
those  against  whom  a claim  has  been  made  (at  least 
when  a lawsuit  has  been  filed)  authorizing  them  not 
only  to  inspect  and  copy  medical  records  but  also  to 
discuss  with  treating  physicians  the  treatment 
rendered.  Green  v.  Bloodsworth,  Del.  Super.,  501 
A.2d  1257  (1985).  On  the  other  hand,  the  effect  of 
such  an  authorization  is  only  to  release  the 
physician  from  the  responsibility  of  patient 
confidentiality  that  would  otherwise  be  applicable. 
The  physician,  absent  a subpoena,  may  be 
authorized,  but  is  not  compelled,  to  speak  to  the 
attorney  armed  with  a release;  the  decision  is  the 
doctor’s  alone.  Also,  the  physician  may  condition 
an  interview  with  one  attorney  on  the  presence  of 
the  attorney  for  the  other  side  if  she  desires.  The 
physician  is  also  entitled  to  charge  a reasonable  fee 
for  time  incurred  in  such  a consultation. 

In  that  regard,  physicians  in  Delaware 
routinely  charge  and  routinely  are  paid  a 
reasonable  fee  for  simply  providing  copies  of 
medical  records  in  response  to  written  requests 
accompanied  by  the  appropriate  authorization. 
Most  plaintiff’s  lawyers  will  not  object  to  a fee  of 
$10  to  $25  for  access  to  medical  records,  at  least 
where  the  records  copied  exceed  one  or  two  pages 
in  length.  Some  physicians  require  payment  in 
advance  before  the  records  are  surrendered. 
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Because  Delaware  is  a small  state,  most  physicians 
know  those  attorneys  on  whom  they  can  rely  to 
reimburse  them  for  reasonable  copying  fees  and 
those  who  should  be  required  to  present  payment  in 
advance. 

Oftentimes  the  lawyer  will  have  a difficult 
time  reading  the  doctor’s  notes  and  abbreviations. 
The  experienced  lawyer  will  not  hesitate  to  call  the 
doctor’s  office  for  assistance  in  this  regard. 
Because  no  one  benefits  from  a misreading  of 
medical  records,  the  wise  doctor  will  instruct  her 
staff  to  cooperate  with  such  requests  for  assistance. 

Miscellaneous  Concerns 

Some  doctors  view  any  request  for  medical  records 
with  alarm.  Does  this  mean  that  I’m  going  to  be 
sued?  Rest  assured  that  the  vast  majority  of  such 
requests  are  routine,  and  generated  solely  because 
the  patient  was  injured  in  an.  accident  and  is 
pursuing  a claim  against  the  responsible  party. 
Sometimes  doctors  are  asked  by  a patient  for  a 
referral  to  a specialist  or  for  further  testing,  often 
where  there  has  been  a nagging  soft  tissue  injury 
which  refuses  to  heal.  If  the  doctor  learns  that  the 
patient’s  attorney  has  been  the  source  of  the 
request,  he  is  offended.  But  the  physician  should  be 
aware  that  many  times  the  specialist’s  opinion  or 
test  results  may  be  what  is  required  to  convince  the 
PIP  insurer  to  pay  for  further  treatment  which  the 
patient  requires. 

Conclusion 

When  doctors  and  lawyers  come  in  contact  with 
each  other,  as  they  inevitably  do  when  they  serve 
the  traumalically  injured  patient,  they  need  not 
view  each  other  with  distrust  and  suspicion.  If  each 
understands  the  task  and  goal  of  the  other,  they  can 
work  together  for  the  patient’s  well  being  and  for 
their  mutual  benefit.  Most  importantly,  in  our 
small  state,  most  questions  and  concerns  can  be 
addressed  by  a phone  call  — initiated  by  either  the 
doctor  or  the  lawyer. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information  for 
the  practicing  physicians  about  current  trends  in 
health  law. 
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Control  Has  Changed  — Accountability  Hasn’t 
(Malpractice  Reform  for  a New  Era) 


In  early  August,  the  New  York  Times  writer, 
Bob  Herbert,  wrote  an  editorial  on  malprac- 
tice reform  that  could  have  been  scripted  by 
the  American  Trial  Lawyers  Association. 
Vague  and  sweeping  references  were  made, 
suggesting  rampant,  wanton  medical  wrong- 
doing. Of  course,  in  Mr.  Herbert’s  scenario, 
this  situation  would  only  go  from  bad  to 
worse  if  the  ATLA  was  hampered  by 
malpractice  reform.  Of  all  the  key  elements 
of  the  AMA’s  Health  Access  America,  tort 
reform  seems  the  most  vulnerable.  If  we  get 
health  care  legislation  cobbled  together  in 
haste  to  beat  an  arbitrary  date  set  by  political 
expediency,  true  malpractice  reform  could  be 
a victim. 

When  I read  the  legal  sections  of  the 
“throw-away”  journals  (probably  a form  of 
masochism),  I get  the  feeling  one-third  of  the 
stories  are  about  true  malpractice  issues  and 
two-thirds  highlight  what  we  physicians  find 
wrong  with  our  current  laws.  Unfortunately, 
tort  reform  is  only  one  of  many  critical  issues 
facing  American  physicians.  Those  who 
oppose  tort  reform  could  lose  substantial 
income  if  this  multi-billion  dollar  “industry” 
became  more  rational.  These  opponents  are 
powerful  and  well  organized,  but  the  climate 
is  right  for  doctors  to  lobby  heavily  for  true 
tort  reform. 

Opponents  of  malpractice  reform  always 
find  horror  stories  to  support  their  claims 
that  there  is  an  “epidemic  of  malpractice.”  In 
a country  of  250  million  people,  such  stories 
are  inevitable.  However  the  existence  of 
these  cases  does  not  mean  that  current  laws 
are  inadeqate,  and  tort  reform  will  swell  the 
numbers  of  these  cases.  The  possible 


permutations  and  chances  for  error  in 
medicine  become  infinite  as  soon  as  you  have 
more  than  a handful  of  patients.  Statistics 
guarantee  that  there  will  always  be  some 
cases  that  our  opponents  can  use  to  support 
their  assertion  that  malpractice  is  wide- 
spread and  dangerous. 

Since  I have  about  5,000  patient 
encounters  per  year,  an  accuracy  of  99.9 
percent  would  mean  five  potential  malprac- 
tice suits  a year.  If  my  accuracy  was  99.99 
percent,  that  would  translate  to  one  major 
error  every  two  years,  also  an  unacceptable 
rate.  The  truth  is,  the  vast  majority  of 
physicians  are  practicing  with  safety  record 
better  than  99.99  percent.  The  complexity  of 
the  patient-physician  interaction  leads  to  the 
essentially  infinite  risk  I mentioned  earlier. 
Our  risk  may  even  extend  to  patients  we’ve 
never  seen.  This  potential  risk  exists  for 
those  people  who  put  our  name  down  as  their 
physician,  but  have  never  seen  us,  or 
perhaps  have  sent  lab  tests  from  work,  or 
from  another  doctor.  We  are  responsible  for 
the  triage  of  illness  by  our  receptionists/ 
nurses,  the  handling  of  test  results  by  our 
own  staff,  the  testing  facility,  and  even  to  the 
mail  service.  The  physician/patient  interac- 
tion has  opportunities  for  errors  in  communi- 
cation and  during  the  examination.  Therapy, 
by  procedure  or  medication,  opens  up  more 
chances  for  error  — etc.,  etc.  I’m  sure  you  can 
expand  on  this  list  demonstrating  a 
multitude  of  places  where  a mistake  could 
occur  in  single  patient  encounter. 

None  of  us  sets  out  to  harm  our  patients; 
indeed,  that  is  the  antithesis  of  what  we  do. 
However,  the  infinite  number  of  problems 
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that  can  occur  puts  all  physicians  at  risk  of 
malpractice  suits.  In  1980  three  in  100 
doctors  were  sued,  by  1985  it  was  up  to  11.  It 
is  this  open-ended  liability  that  is  so 
unsettling.  I’ve  known  several  excellent 
clinicians  who  have  taken  non-patient- 
contact  positions,  and  then  anxiously 
awaited  for  the  end  of  the  statute  of 
limitations  to  relieve  them  of  the  worry  of 
unexpected  suits. 

Years  ago  the  doctor  was  the  “Captain  of 
the  Ship.”  It  is  a stretch  to  call  us  “skipper  of 
the  dinghy”  these  days.  The  doctor  no  longer 
really  controls  health  care.  The  institutions, 
structures  and  processes  of  medical  care 
have  changed,  and  the  doctor  no  longer  has 
sole  authority  to  guide  care.  Nonetheless, 
accountability  for  quality  and  outcome  still 
falls  on  the  physician. 


Just  as  it  is  time  for  change  in  our  health 
care  system,  our  current  malpractice  system 
needs  realistic  and  rational  change.  The  law 
should  provide  for  protection  of  our  citizens 
and  just  compensation  for  those  injured.  Too 
often  it  appears  our  current  system  is  a 
lottery  for  patients  and  a goldmine  for 
personal  injury  lawyers.  Please  take  the  time 
to  write  or  call  our  legislators,  especially 
those  in  Congress.  Let  them  know  the 
current  system  is  neither  fair  nor  just  to 
patients  and  physicians. 


Thomas  J.  Maxwell,  MD 
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To  find  out  how  you  can  benefit  from  the  Physicians 
Protector  Plan,  contact  the  independent  agents  listed 
below  or  call: 

1-800-352- 
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MILLSBORO  MEDICAL  OFFICE  SUITES 


JQ  NORTH  & SOUTH 
CLASS  "A"  Office  Space  in  Sussex  County 


Prime  location  in  Millsboro,  Delaware  - The  heart  of  rapidly  growing  Sussex  County. 
131,000  patients  within  20  miles  of  this  location. 

Tenants  have  already  commited  to  9000  sq.  ft.,  including  an  Outpatient  Eye  Surgery 
Center,  an  Ophthalmology  office.  Outpatient  Radiology  Services,  and  an  Outpatient  Commercial 
Laboratory. 

Construction  on  Phase  One  to  be  completed  in  Fall  1994 
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Don 't  miss  this  unique  opportunity  while  space  is  still  available. 

For  more  information  contact 


Medical  Design  Consultants 

P.O.  Box  21 
Milford,  Delaware  19963 
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Severe  High  Anion  Gap  Metabolic  Acidosis  as  a Manifestation  of  Starvation 
Ketosis  in  a Male  Vegetarian 

D.  Albracht,  MD  (Associate),  R.  Dressier,  MD  (Fellow) 

Medical  Center  of  Delaware,  Wilmington,  Delaware 

Starvation  ketosis  typically  is  manifested  by  ketonuria  and  mild  to  moderate 
elevations  of  serum  ketones.  Few  cases  of  severe  ketoacidosis  from  starvation  have 
been  reported.  A 50  year  old  male  who  is  a strict  vegetarian  presented  with  two 
weeks  of  anorexia,  diffuse  abdominal  pain,  nausea,  vomiting,  and  progressive 
shortness  of  breath.  His  past  medical  history  included  paranoid  personality 
disorder  and  a Billroth  II  for  a penetrating  duodenal  ulcer.  He  claimed  to  take  only 
vitamins,  herbal  remedies,  and  “organic”  foods.  Physical  examination  revealed  a 
thin  pale  male  with  Kussmaul  breathing,  tachycardia,  orthostatic  blood  pressure 
changes,  and  no  fever.  Also  present  were  mid-epigastric  tenderness,  dry  mucous 
membranes,  and  guaiac  positive  stool.  Laboratory  examinations  were  notable  for 
arterial  pH=7.06,  pC02=6.1  mmHg,  total  C02=<5  mM/L,  anion  gap  = 26,  BUN=103 
mg/dL,  creatinine=5.3  mg/dL,  FeNa<l  percent,  glucose=132  mg/dL,  and  no  osmolar 
gap.  Serum  salicylate  level  was  negligible,  and  ethanol  was  undetectable.  Arterial 
L-  and  D-lactate  levels  were  normal.  Initial  serum  acetone  was  positive  at  1:1 
dilution,  and  urine  ketones  were  negative.  The  patient  was  treated  with 
intravenous  fluids  containing  dextrose.  On  the  next  day  his  serum  acetone  was 
positive  at  a 1:16  dilution,  and  the  anion  gap  and  prerenal  azotemia  had  improved. 
These  normalized  by  hospital  day  7.  fi-hydroxybutyrate  levels  were  not  obtained. 
An  anastomotic  gastric  ulcer  was  diagnosed  and  treated.  He  was  discharged  home 
in  good  condition.  Other  than  renal  failure,  all  causes  of  high  anion  gap  metabolic 
acidosis  were  excluded,  thereby  pointing  to  starvation  ketosis  as  the  most  plausible 
diagnosis.  Presumably,  upon  initial  presentation,  the  major  ketone  present  in  the 
serum  was  13-hydroxybutyrate  which  was  not  detected  by  standard  means.  Indirect 
proof  of  this  hypothesis  was  found  on  hospital  day  2 by  the  development  of  an 
increasing  titer  of  serum  acetone  following  the  administration  of  dextrose 
containing  fluids.  Renal  failure  in  this  patient  perhaps  contributed  to  the  high 
degree  of  acidosis  due  to  the  loss  of  urinary  excretion  of  ketones  and  to  the  renal 
ketone  sparing  phenomenon  seen  in  prolonged  starvation. 
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Factor  V Inhibitor:  An  Unusual  Cause  of  Hemoptysis 

L.  Benzoni,  DO  (Associate),  L.  Dow,  MD 

Medical  Center  of  Delaware,  Wilmington,  Delaware 

Factor  V converts  the  zymogen  prothrombin  to  thrombin  via  the  coagulation 
cascade.  Inhibition  or  absence  of  this  factor  often  results  in  a bleeding  diathesis.  We 
report  the  spontaneous  development  and  an  unusual  clinical  presentation  of  an 
antibody  to  factor  V. 

A 71  year  old  white  woman  had  a history  of  polymyalgia  rheumatica  under 
treatment  with  steroids  and  dysfunctional  uterine  bleeding  secondary  to  hormone 
replacement  treated  with  a dilatation  and  currettage  (D&C)  one  month  previously. 
She  presented  with  hemoptysis  of  four  hours  duration.  There  was  no  history  of 
recent  upper  respiratory  tract  infection,  fever,  chills,  weight  loss,  or  exposure  to 
tuberculosis.  She  was  not  taking  warfarin  and  denied  ingestion  of  rat  poison. 
Coagulation  studies  at  the  time  of  D&C  were  normal.  She  denied  alcohol  use  but  had 
smoked  for  102  pack  years.  On  chest  x-ray  there  was  a right  apical  infiltrate. 
Laboratory  studies  revealed  a prothrombin  time  (PT)  of  63.3  seconds  and  partial 
thromboplastin  time  (PTT)  > 150  seconds.  Platelets  were  371,000;  white  count  was 
13,900  with  65  percent  neutrophils,  2 percent  eosinophils,  27  percent  lymphocytes, 
and  6 percent  monocytes.  Thrombin  time  was  17  seconds  and  fibrinogen  378  mg/dl, 
both  normal.  Factor  studies  revealed:  II  40  percent,  V < 1 percent,  VII  5 percent, 
VIII  < 1 percent,  IX  < 1 percent,  and  X 52  percent  (normal  for  all  factors,  50-150 
percent).  Further  mixing  studies  demonstrated  factor  V inhibitor  of  112  Betheseda 
Units,  a very  high  titer. 

Strict  bleeding  precautions  were  observed,  and  the  patient  was  placed  in 
respiratory  isolation  pending  AFB  smears  and  cultures.  Empiric  treatment  with 
cefuroxime  was  initiated  because  of  the  infiltrate  on  chest  x-ray.  Treatment  of  the 
factor  V inhibitor  included  serial  platelet  transfusions.  Her  hemoptysis  subsided. 
AFB  smears,  cultures,  and  PPD  were  negative.  Sputum  for  cytology  did  not  reveal 
malignant  cells.  She  began  treatment  with  cyclophosphamide  (Cytoxan)  100  mg. 
p.o..  Coagulation  studies  on  discharge  were  PT  52.2  seconds  and  PTT  > 150  seconds. 
Follow  up  factor  V inhibitor  titers  are  pending. 

Factor  V inhibitors  are  relatively  rare.  Recent  surgical  procedure,  exposure  to 
antibiotics,  specifically  aminoglycosides  or  streptomycin,  use  of  topical  bovine 
thrombin  preparations  during  neurosurgical  or  cardiovascular  procedures,  and  less 
commonly,  infection  with  Mycobacterium  Tuberculae  have  been  associated.  The 
inhibitor  may  result  merely  in  prolonged  bleeding  time  without  clinically 
significant  bleeding  or  may  be  associated  with  a rapidly  fatal  bleeding  diathesis. 
Most  inhibitor  titers  are  low,  and  may  resolve  spontaneously  without  specific 
treatment.  Treatment  of  bleeding  consists  of  immediate  transfusion  of  platelets,  as 
approximately  20  percent  of  circulating  factor  V is  stored  in  platelet  alpha- 
granules.  The  platelet  portion  of  factor  V is  presumed  to  be  inaccessible  to  the 
inhibitor  but  available  to  participate  in  the  coagulation  cascade.  Other  treatment 
modalities  include  plasmapheresis,  intravenous  immunoglobulin,  and  activated 
coagulation  factors  (Autoplex).  If  long  term  therapy  is  needed,  immunosuppression 
with  agents  such  as  cyclophosphamide  (Cytoxan)  is  recommended.  This  patient 
illustrates  an  extremely  rare  cause  of  a not  so  rare  presenting  symptom  — 
hemoptysis. 
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Left  Ventricular  Pseudoaneurysm:  Unusual  Presentation  of  a Rare  Entity 
M.  Giusti,  MD  (Associate),  C.  Blacklock,  DO,  M.  Zolnick,  MD 
Department  of  Medicine,  Medical  Center  of  Delaware,  Wilmington,  Delaware 

We  discuss  here  an  unusual  clinical  and  anatomical  presentation  of  a left  ventricular 
pseudoaneurysm,  a rare  but  dramatic  sequela  of  myocardial  infarction.  A 74  year  old 
man  presented  with  the  complaint  of  new  onset  lower  extremity  edema,  ten  pound 
weight  gain,  and  progressive  dyspnea  on  exertion  over  two  weeks.  He  described  an 
episode  of  severe  exertional  chest  pain  radiating  to  both  arms  two  months  prior  to 
presentation.  Clinically  the  patient  was  felt  to  be  in  mild  congestive  heart  failure,  and 
captopril,  furosemide,  and  digoxin  were  prescribed.  Two  weeks  later  he  developed 
recurrent  symptoms.  On  admission,  he  did  not  appear  clinically  ill.  His  blood  pressure 
was  1 15/60  mm  Hg  with  pulsus  paradoxus  of  15  mm  Hg  and  respiratory  rate  of  22.  Heart 
rate  was  110,  jugular  venous  distension  was  noted,  and  an  S4  gallop  was  present.  There 
was  ascites  and  2+  edema  of  both  lower  extremities.  Chest  radiography  revealed 
cardiomegaly.  ECG  showed  a possible  anterior  myocardial  infarction,  age 
undetermined,  unchanged  from  previous  ECG.  Echocardiogram  disclosed  a large 
pericardial  effusion,  cardiac  tamponade,  and  an  atypical  left  ventricular  apical 
aneurysm.  A pseudoaneurysm  was  suspected  because  of  the  aneurysm’s  thin  wall. 
Angiography  confirmed  the  presence  of  a wide-necked  aneurysm  and  revealed  two 
vessel  coronary  artery  disease.  Surgical  repair  of  the  large  aneurysm  was  performed; 
pathology  of  the  excised  tissue  was  consistent  with  pseudoaneurysm.  Despite  aggressive 
management  the  patient  expired  30  days  post-operatively. 

Pseudoaneurysm  is  a contained  myocardial  rupture  lined  by  pericardium  and 
usually  distinguished  radiographically  from  true  left  ventricular  aneurysm  by  a narrow 
orifice.  It  has  great  proclivity  towards  pericardial  rupture,  leading  to  sudden  fatal 
pericardial  hemorrhage  or  to  increasing  hemorrhagic  pericardial  effusion  and  cardiac 
tamponade.  Early  diagnosis  is  paramount  because  the  condition  is  amenable  to  surgical 
cure.  The  distinctive  features  of  this  case  are  the  silent  and  relatively  asymptomatic 
formation  of  the  pseudoaneurysm,  the  atypical  wide  neck  anatomic  configuration,  and 
right  sided  heart  failure  with  subacute  tamponade  as  the  predominant  clinical 
presentation.  Echocardiogram  may  suggest  the  diagnosis. 


Bilateral  Pleural  Effusions  with  Differing  Characteristics  in  a Patient  with  Rheumatoid 
Arthritis 

Victoria  Mawn,  MD  (Associate),  Marc  Zubrow,  MD 
Medical  Center  of  Delaware,  Wilmington,  Delaware 

Patients  with  rheumatoid  arthritis  often  present  with  extra-articular  involvement 
of  the  pulmonary  system,  most  commonly  pleuritis.  We  present  an  unusual 
manifestation  of  pleural  disease  in  a 56  year  old  woman  with  longstanding  rheumatoid 
arthritis  who  developed  bilateral  pleural  effusions.  The  typical  rheumatoid  pleural 
effusion  has  low  glucose,  low  pH,  and  an  elevated  LDH.  Our  patient’s  effusions  were 
bilateral,  and  examinations  of  the  effusions  suggested  that  two  different  processes 
were  occurring.  Left-sided  pleural  fluid  analysis  revealed  an  elevated  WBC  of  69,375 
per  cu  mm  (89  percent  neutrophils  and  4 percent  lymphocytes),  pH  7.1,  RBC  2775  per  cu 
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mm,  LDH  1636  IU/L,  and  glucose  41  mg/dl.  Analysis  of  the  right-sided  pleural  fluid 
revealed  a significantly  lower  WBC  of  762  per  cu  mm  (13  percent  neutrophils  and  70 
percent  lymphocytes),  RBC  786  per  cu  mm,  LDH  1056  IU/L,  and  glucose  21  mg/dl.  The 
patient’s  only  complaint  was  shortness  of  breath.  Peripheral  WBC  count  was  normal,  and 
no  signs  of  systemic  infection  were  evident.  Bacteria,  fungal,  and  acid  fast  bacilli  cultures 
had  no  growth.  Echocardiogram  revealed  a moderate  pericardial  effusion  with  signs  of 
early  tamponade.  Despite  reports  that  rheumatoid  effusions  rarely  clear  in  less  than  one 
month,  both  pleural  and  pericardial  effusions  resolved  after  bilateral  thoracenteses  and 
three  weeks  of  prednisone  therapy  (60  then  40  mg/day). 

Although  unilateral  pleural  effusions  are  common  in  patients  with  rheumatoid 
arthritis,  bilateral  effusions  are  rare.  The  WBC  count  in  the  effusion  is  usually  less  than 
10,000  per  cu  mm  and  is  comprised  mostly  of  lymphocytes.  The  differing  fluid  analyses  in 
our  patient  possibly  resulted  from  different  pathologic  mechanisms,  or  may  represent  the 
evolutionary  process  of  the  rheumatic  pleural  effusions  over  time. 


Case  of  Sudden  Death  Associated  with  Idiopathic  Coronary  Arteritis  in  a Young  Woman 
with  Hashimoto’s  Thyroiditis 

B.  Regier,  MD  (Associate),  M.  Burday,  DO  (Member) 

Medical  Center  of  Delaware,  Wilmington,  Delaware 

A 43  year  old  woman  with  a fibrosing  variant  of  Hashimoto’s  thyroiditis  developed 
generalized  myalgias,  weakness,  fatigue,  low  grade  fevers,  and  episodes  of  cardiac-like 
chest  pain  over  a course  of  two  months.  One  month  prior  to  admission  she  was  found  to 
have  a T4  of  5.0  pg/dL  and  TSH  of  45  pU/mL,  and  levothyroxine  was  begun.  Myalgias,  chest 
pain,  and  fevers  persisted.  Upon  admission  to  the  hospital,  the  patient  had  numerous 
EKGs  recorded  during  severe  chest  pain  without  any  evidence  of  ischemia.  She  had  no 
relief  from  sublingual  nitroglycerin  and  IV  morphine  sulfate.  Serial  cardiac  enzymes  were 
normal;  ESR  was  125  mm/hr.  Adrenal  function  was  normal.  Collagen  vascular  disorders 
and  a dissecting  aortic  aneurysm  were  considered.  CT  of  the  chest  was  negative  for 
aneurysm.  Two  days  after  admission,  the  patient  again  had  an  episode  of  severe  chest 
pain.  EKG  recording  was  in  process  when  the  rhythm  went  from  normal  sinus  without 
ischemic  changes  to  ventricular  tachycardia.  Standard  cardiopulmonary  arrest  protocol 
was  begun,  but  she  developed  ventricular  fibrillation,  and  resuscitation  was  unsuccessful. 

At  autopsy,  a transmural,  diffuse,  largely  chronic  coronary  arteritis  was  present  with 
intimal  fibroplasia,  luminal  compromise,  and  an  inflammatory  infiltrate  of  lymphocytes, 
histiocytes,  and  plasma  cells.  She  also  had  a panaortitis  with  a similar  infiltrate  confined 
to  the  intima  and  outer  1/3  of  the  media.  These  changes  were  not  consistent  with 
Takayasu’s  aortitis  or  syphilitic  aortitis,  were  not  associated  with  atherosclerosis,  and 
were  designated  idiopathic,  probably  autoimmune  in  nature.  Histological  examamination 
of  the  thyroid  gland  was  compatible  with  fibrosing  variant  of  Hashimoto’s  thyroiditis. 

A literature  search  revealed  a small  number  of  similar  instances  of  idiopathic  coronary 
arteritis  associated  with  sudden  death.  This  case  may  be  a variant  of  a peculiar  systemic 
autoimmune  disease  described  in  rheumatologic,  surgical,  urologic,  and  pathologic 
literature  as  related  to  idiopathic  retroperitoneal  and  mediastinal  fibrosis.  This  type  of 
arteritis  has  been  reported  in  patients  with  ankylosing  spondylitis,  with  inflammatory 
aneurysms  of  the  aorta,  and  with  HLA  B27  associated  retroperitoneal  fibrosis  without 
ankylosing  spondylitis.  This  is  the  first  reported  case  closely  predated  by  fibrosing 
Hashimoto’s  thyroiditis. 
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If  Only  You  Had 
More  Time  . • . 


Time  is  the  one  resource  in  demand,  by  all  doctors  in 
practice.  With  Doctor’s  Administrative  Services  you  can 
have  more  time  for  your  patients,  your  family,  your  other 
business  interests  and,  of  course,  rest  and  relaxation. 


Doctor’s  Administrative  Services 

can  create  a turnkey  program  that  will 
structure  your  practice  through  efficient 
procedures  and  exceptional  systems. 
This  program  was  developed  to: 

• Minimize  your  time  spent  on 
paperwork  and  follow-through. 

• Reduce  your  overall  expenses. 

• Maximize  your  bottom-line 
profits. 


We  can  handle  one  aspect  of  your  business  operation  or  oversee  your  business 
office  in  its  entirety.  You  choose  what  services  you  want  us  to  provide.  It’s  a 
customized  service  tailored  to  meet  your  practice’s  individual  needs. 

With  expert  on-site  management  and  proven  performance,  you’ll  have  all  the 
benefits  of  a proficient  business  manager  without  all  the  expense. 


If  you  expect  more  from  your  practice  than  you’re  getting, 
call  Doctor’s  Administrative  Services  today  for  a 
FREE,  no-obligation  consultation. 

(302)  998-1537 


Over  12  years  of  protecting 
Delaware  doctors— and  counting, 


Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 


There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 

Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 


To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 


at  1-800-382-1378. 


exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 


SPECIAL  REPORT 


Medical  Society  of  Delaware 
Summary  of  Health-related  Legislation 

1993-1994 


The  last  day  of  the  second  session  of 
Delaware’s  137th  General  Assembly  finally 
ended  at  4:00  a.m.  the  morning  of  July  1, 
after  the  usual  end-of-session  frenzy  of 
activity.  The  Senate  may  be  called  back  into 
session  in  August  for  a judicial  confirmation, 
but  the  agenda  is  not  expected  to  include 
consideration  of  any  significant  legislative 
proposals.  Legislation  not  passed  in  1993  and 
1994  will  not  be  carried  over  when  the  House 
and  Senate  convene  in  January  1995  for  the 
first  session  of  the  138th  General  Assembly. 

The  1994  legislative  session  was  a 
demanding  one  for  the  leadership  of  the 
Society;  members  of  the  Public  Laws  and 
Legislative  Action  Committees;  the  Society’s 
Legislative  Specialist,  Philip  J.  Corrozi;  and 
the  Society’s  legal  counsel,  Victor  F. 
Battaglia,  Esq.  The  Society  was  successful  in 
working  out  a compromise  with  advanced 
practice  nurses  (APNs)  seeking  to  expand 
their  scope  of  practice  that  resulted  in  the 
passage  of  House  Bill  427.  The  response  from 
Society  members  to  President  Thomas  J. 
Maxwell’s  legislative  alert  regarding  the 
APN  legislation  was  especially  helpful  for 
setting  the  stage  for  the  compromise.  House 
Bill  536,  legislation  relating  to  physician’s 
assistants  (PAs)  that  was  supported  by  the 
Society,  was  also  approved  by  the  General 
Assembly. 

Despite  strong  opposition  by  the  Society, 
a bill  that  allows  therapeutically  certified 
optometrists  to  prescribe  specific  medica- 
tions for  the  treatment  of  eye  disease  passed 
the  House  and  Senate  and  has  been  signed  by 
the  Governor. 
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Advanced  Practice  Nurse  Bill 

The  compromise  reached  by  medicine 
and  nursing  that  resulted  in  passage  of  an 
amended  version  of  HB  427  will  allow 
advanced  practice  nurses  (nurse  practitio- 
ners, certified  registered  nurse  anesthetists, 
certified  nurse  midwives,  and  clinical  nurse 
specialists)  to  perform  additional  duties  but 
also  provides  that  all  APNs  will  have  written 
collaborative  agreements  and  that  those 
activities  that  constitute  the  practice  of 
medicine  shall  be  regulated  by  a Joint 
Practice  Committee  whose  actions  are 
subject  to  the  approval  of  the  Board  of 
Medical  Practice. 

HB  427  as  amended  by  House  Amend- 
ment No.  4 was  signed  by  the  Governor  July 
10.  House  Amendment  No.  4 provides  that 
“Independent  practice  by  an  Advanced 
Practice  Nurse  shall  include  those  advanced 
practice  nurses  who  practice  and  prescribe 
without  written  guidelines  or  protocols  but 
with  a collaborative  agreement  with  a 
licensed  physician,  dentist,  podiatrist,  or 
licensed  Delaware  health  care  delivery 
system  and  with  the  approval  of  the  Joint 
Practice  Committee.”  The  rules  and  regula- 
tions and  the  granting,  restricting,  suspen- 
sion or  revocation  of  the  independent 
practice  and/or  independent  prescriptive 
authority  shall  be  subject  to  the  approval  of 
the  Board  of  Medical  Practice. 

Passage  of  HB  427  as  amended  by  House 
Amendment  came  only  after  a long,  difficult 
period  of  negotiations  in  which  representa- 
tives of  medicine  and  nursing  attempted  to 
agree  on  an  expanded  role  for  nurses  with 
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advanced  training  and  certification.  Nursing 
left  the  table  when  an  impasse  was  reached 
and  introduced  HB  427.  In  its  original  form, 
HB  427  would  have  extended  authority  to 
advanced  practice  nurses  to  independently 
diagnose  and  prescribe  under  regulations 
promulgated  by  the  Board  of  Nursing.  The 
Society  and  the  Board  of  Medical  Practice 
independently  opposed  passage  of  HB  427  as 
introduced. 

For  a time  it  appeared  that  a major 
legislative  battle  was  inevitable.  Finally, 
after  a three-hour  meeting  the  evening  of 
May  10  in  the  office  of  the  Dean  of  Nursing  at 
the  University  of  Delaware,  representatives 
of  the  Society,  the  Board  of  Medical  Practice, 
and  nursing  reached  agreement  in  concept. 
This  agreement  formed  the  basis  for  House 
Amendment  No.  4,  which  was  drafted 
following  extensive  negotiations  between 
legal  counsel  for  the  Society  and  the  nurses. 

Legal  consultation  and  review  by  your 
malpractice  carrier  regarding  liability  insur- 
ance coverage  are  suggested  prior  to  a 
decision  by  a physician,  dentist,  podiatrist, 
or  Delaware  health  care  delivery  system 
regarding  signing  a collaborative  agreement. 

Physician’s  Assistant  Bill 

Enactment  of  HB  536  will  require 
revision  of  the  Board  of  Medical  Practice’s 
present  regulation  regarding  physician’s 
assistants.  Once  that  has  been  accomplished, 
a licensed  physician’s  assistant  will  be 
allowed  to  make  medical  diagnoses  and 
prescribe  medications  as  delegated  medical 
acts  under  the  supervision  of  a physician. 

Optometric  Bill 

The  Delaware  Academy  of  Ophthalmol- 
ogy and  the  Medical  Society  of  Delaware 
were  united  in  their  opposition  to  HB  425, 
which  allows  optometrists  to  prescribe 
certain  topical  and  oral  medications  for  the 
treatment  of  ocular  disease.  A similar  bill 
passed  in  the  last  legislative  session  but  was 
vetoed  by  the  Governor  because  he  was  not 
satisfied  that  it  required  sufficient  education 
and  training  for  optometrists  practicing  in 
the  expanded  field.  His  veto  message 


492 


expressed  the  hope  that  the  issue  would  be 
revisited  in  the  next  legislative  session. 

Attempts  by  representatives  of  the 
Delaware  Academy  of  Ophthalmology  to 
reach  a compromise  with  the  optometrists 
were  not  successful.  Passage  of  an  optometric 
bill  last  year  was  undoubtedly  a factor.  An 
attempt  to  amend  HB  475  to  provide  for  a 
joint  regulatory  committee  under  the  Board 
of  Medical  Practice,  like  the  model  in  the 
APN  bill,  was  not  successful.  The  bill  does 
provide  that  the  practice  of  optometry  does 
not  include  surgery  or  the  use  of  narcotics  or 
therapeutic  lasers. 

Dr.  Maxwell  expressed  his  concerns  to 
the  Governor  following  legislative  approval 
of  HB  475.  He  noted  that  the  Society  supports 
as  a model  of  regulation  the  joint  practice 
committee  that  was  incorporated  in  HB  427, 
the  APN  bill.  In  his  response,  Governor 
Carper  acknowledged  that  oversight  for 
optometrists  and  related  professions  may  be 
better  performed  by  a Regulatory  Council 
overseen  by  the  Board  of  Medical  Practice, 
because,  to  some  extent,  HB  475  permits 
optometrists  to  enter  the  field  of  medicine. 
The  Governor  stated  that  he  would  be  glad  to 
commit  his  administration  toward  working 
with  interested  parties  to  create  such  a 
Council. 

Clean  Indoor  Act 

The  Society  has  gone  on  record  many 
times  in  support  of  legislation  that  restricts 
the  use  of  tobacco  products.  HB  33,  which 
restricts  smoking  in  public  places  and 
requires  employers  to  provide  a smoke-free 
workplace,  was  passed  by  the  House  late  last 
year  as  part  of  a novel  move  that  also 
included  approval  of  a competing  proposal, 
the  so-called  “Smokers’  Rights  Bill.”  HB  33 
has  now  been  signed  by  the  Governor.  The 
bill  was  passed,  however,  only  after  the 
addition  of  a “preemption”  amendment 
supported  by  the  tobacco  lobby  that  prevents 
a county  or  municipality  from  passing  a more 
restrictive  smoking  ordinance  after  the 
enactment  of  HB  33.  Wilmington  and  Dover 
already  had  smoking  restrictions  and  are 
therefore  exempt  from  that  restriction. 
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Other  Legislation 

Several  legislative  proposals  that  were 
supported  by  the  Society  passed  both  houses 
of  the  General  Assembly  and  were  sent  to  the 
Governor. 

HB  331,  the  Certificate  of  Need  bill, 
establishes  a Delaware  Health  Resources 
Authority  to  monitor  the  purchase  and 
expansion  of  health-related  services.  The 
Authority  replaces  the  Health  Resources 
Management  Council,  which  was  sunsetted 
June  30,  1994.  HB  331  also  increases  the 
number  of  public  members  and  streamlines 
the  appeal  process. 

SB  78,  the  Childhood  Lead  Poisoning 
Prevention  Act,  requires  that  every  child’s 
primary  health  care  provider  order  screening 
at  or  around  12  months  of  age.  The  new  law 
requires  that  health  insurance  cover  the  cost 
of  screening. 

SB  319  mandates  health  insurance 
coverage  for  the  CA-125  test  for  monitoring 
ovarian  cancer  treatment.  The  Public  Laws 
Committee  supported  this  proposal  with  a 
comment  in  support  of  insurance  coverage 
for  all  tests  that  reduce  morbidity. 

The  Society  was  successful  in  promoting 
passage  of  HB  563,  which  was  drafted  by 
legal  counsel,  as  a substitute  for  earlier 
legislation  introduced  relating  to  the  defini- 
tion of  “without  consent”  in  sex  crime 
prosecutions.  The  Public  Laws  Committee 
objected  to  the  original  bill  and  a proposed 
substitute  because  they  were  not  well 
written  and  recommended  that  a substitute 
be  drafted.  There  was  pressure  from  the 
Attorney  General’s  office  to  enact  some  kind 
of  legislation  for  cases  in  which  a physician 
engages  in  medically  or  therapeutically 
inappropriate  conduct  under  the  pretense  of 
providing  diagnosis  or  treatment. 

Also  enacted  were:  HB  436,  relating  to 
tuberculosis  control;  HB  490,  to  strengthen 
Delaware’s  child  restraint  law;  SS  1 for  SS 
33,  to  establish  a class  of  environmental 
felonies;  HB  507,  the  Uniform  Health  Data 
Act;  and  HB  479,  which  will  allow 
certification  of  dietitians/nutritionists  by  a 
Committee  of  Dietetics/Nutrition  (efforts 
over  the  years  to  establish  a separate  board 
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to  license  nutritionists  have  been  unsuccess- 
ful). 

Legislation  introduced  in  the  session  that 
ended  that  was  supported  by  the  Society  but 
not  enacted  includes:  SB  367,  an  amendment 
of  Delaware’s  Death  with  Dignity  statute  to 
expand  a patient’s  right  to  terminate 
treatment;  SB  428,  to  ban  the  distribution  of 
tobacco  to  minors;  HS  2 for  HB  7,  to  mandate 
helmets  for  bicycle  riders  under  16;  and  HB 
196,  to  lower  the  blood  alcohol  content  to 
convict  those  under  age  21  for  driving  under 
the  influence  (DUI)  from  .1  to  .02  percent 

SB  406,  the  Delaware  Health  Care 
Commission’s  bill  to  establish  a Voluntary 
Purchasing  Alliance  for  health  insurance, 
passed  the  Senate  but  was  defeated  in  the 
House  as  a result  of  opposition  by  the  State 
Chamber  of  Commerce  and  other  private 
insurance  alliances.  The  Society  was  instru- 
mental in  the  introduction  of  an  amendment 
to  require,  in  order  to  ensure  the  medical 
appropriateness  of  various  health  benefit 
plans,  that  one  of  the  seven  members 
appointed  by  the  Governor  be  a physician 
representative  of  the  Medical  Society  of 
Delaware.  A “Health  Insurance  Fraud  Bill,” 
HS  1 for  HB  344,  was  passed  after  vigorous 
lobbying  by  the  Insurance  Department.  The 
Public  Laws  Committee  reviewed  but  did  not 
support  this  bill. 

Other  legislation  that  was  not  enacted: 
HB  288,  to  require  notice  to  a parent  or  legal 
guardian  before  a minor  has  an  abortion;  HB 
290,  to  prohibit  physicians  from  owning 
pharmacies;  HB  273,  to  increase  fees  for 
radiation  facilities;  and  HB  293,  to  move  the 
paramedic  services  program  from  the 
Division  of  Public  Health  to  the  Department 
of  Public  Safety. 

For  copies  of  any  of  the  above-listed 
legislation  or  for  a complete  list  of  all  health- 
related  legislation  monitored  by  the  Medical 
Society  of  Delaware  in  1993-94,  contact  the 
Medical  Society  office. 
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Look  into 
the  future  of 
Medicine. . . 


What  you’ll  see  is  MediMac®F/X.  It’s  the  profession’s 
most  advanced  office  automation  system  that  truly  inte- 
grates practice  management  with  clinical  treatment. 

Incorporate  digital  photographs,  audio  notations,  and 
records  from  imaging  devices  with  S-Video  or  NTSC  output 
into  your  clinical  documentation  routine.  Gain  informed 
consent  with  patients  using  the  on-screen  Patient  Educa- 
tion Module.  And,  use  the  Patient  Information  Matrix 
(PIM)  to  create  custom  flow  sheets  to  monitor  long-term 
patient  progress. 


Improve  patient  and  referral  communication  by  merging 
patient  information  into  personalized  letters  created  with 
MediMac’s  word  processor.  Send  insurance  claims  elec- 
tronically to  cut  paperwork  and  speed  cash  flow.  Manage 
all  your  billing,  insurance  and  reporting  needs.  And,  do  all 
this  for  less  cost  and  clutter  than  stand-alone  applications. 

With  MediMac  software  from  Apple®  Computer’s  first 
and  largest  health  care  software  developer  and  the  easy-to- 
use  Macintosh®  computer,  your  future  is  sure  to  be  bright. 
For  a closer  look,  call  our  representative  listed  below. 


Edward  R.  Kearns,  PhD 
108  Broadbent  Road 
Wilmington,  DE  19810 
(302)  475-0002  Office/Fax 


v*  MediMac 


Healthcare 

COMMUNICATIONS 


300  South  68th  Street,  Suite  100  Lincoln,  NE  68510 


MediMac  is  a registered  trademark  of  Healthcare  Communications  Apple  and  Macintosh  are  registered  trademarks  of  Apple  Computer,  Inc. 


HEALTH  LAW 


New  Safe  Harbor  Regulations  Proposed 


Karl  A.  Thallner,  Jr.,  Esq. 


On  September  21,  1993,  the  Office  of 
Inspector  General  (OIG)  of  the  Department 
of  Health  and  Human  Services  proposed 
several  new  “safe  harbor”  regulations  that, 
when  issued  in  final  form,  would  protect 
certain  payment  and  business  practices  from 
criminal  and  civil  sanctions  under  the  anti- 
kickback provisions  of  the  federal  Medicare 
and  Medicaid  Patient  and  Program  Protec- 
tion Act  of  1987  (the  Anti-Kickback  Law). 
The  Anti-Kickback  Law  broadly  prohibits  the 
offer,  payment,  solicitation  or  receipt  of 
remuneration  in  exchange  for,  or  to  induce 
the  referral  of  Medicare  or  Medicaid 
business.  The  proposed  safe  harbor  regula- 
tions would  add  to  the  12  existing  safe  harbor 
provisions,  which  were  promulgated  in  July 

1992  and  November  1992.  The  proposal  also 
calls  for  comments  on  the  expansion  of  one  of 
the  existing  safe  harbor  provisions. 

In  general,  the  proposed  safe  harbor 
regulations  are  narrowly  drawn  and  will  be 
of  solace  only  for  the  relatively  few 
relationships  possessing  all  of  the  prerequi- 
sites and  satisfying  all  of  the  criteria  of  the 
applicable  safe  harbor.  Further,  the  new  safe 
harbor  provisions  will  be  of  limited  help  for 
physician  transactions  since  the  safe  harbors 
do  not  constitute  exceptions  to  the  physician 
self-referral  limitations  known  as  “Stark  II,” 
effective  January  1,  1995,  contained  in  the 

1993  federal  budget  act.  (See  Health  Law, 


Mr.  Thallner  is  an  associate  in  Saul,  Ewing,  Remick  & 
Saul's  Health  Law  Department. 
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DMJ,  Vol  65  No  12.)  However,  as  was  the 
case  with  prior  safe  harbors,  the  OIG’s 
narrative  preamble  to  the  proposed  rules 
does  provide  useful  guidance  on  how  the 
proposed  safe  harbors  would  be  applied  and 
on  the  fundamental  concepts  that  may  be 
relevant  in  the  analysis  of  transactions  that 
are  not  covered  by  safe  harbors.  The 
following  is  a brief  summary  of  the  proposed 
safe  harbors  and  some  commentary  on  their 
application: 

1. Investment  Interest  in  Rural  Areas.  A 

new  safe  harbor  protecting  investments  in 
entities  located  in  rural  areas  is  proposed. 
The  safe  harbor  is  identical  to  the  current 
“small  entities  investment  interest”  safe 
harbor,  except  that  the  “60/40  rules”  (i.e.,  the 
requirements  that  no  more  than  40  percent  of 
the  investment  interests  be  held  by  referral 
sources  or  service  providers  and  that  no  more 
than  40  percent  of  the  entity’s  gross  revenue 
come  from  referrals  from  investors)  do  not 
apply  and  two  new  requirements  are  added. 
The  entity  is  required  to  offer  equal  and  bona 
fide  opportunities  to  acquire  investment 
interests  to  individuals  or  entities,  irrespec- 
tive of  whether  they  are  potential  referral 
sources.  At  least  85  percent  of  dollar  volume 
of  the  entity’s  business  must  be  derived  from 
medical  services  to  persons  who  reside  in  the 
rural  area.  A “rural  area”  is  defined  as  any 
area  not  designated  as  a metropolitan  area 
by  the  Office  of  Management  and  Budget. 

This  safe  harbor  provides  an  alternative 
compliance  means  for  small  joint  ventures  in 
rural  areas.  It  is  comforting  that  the  60/40 
ratio  of  the  investment  interests  safe  harbor 
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is  not  required  here.  In  practice,  though,  the 
first  of  the  new  requirements  may  be  hard  to 
apply  because  it  will  often  be  difficult  to 
determine  with  certainty  whether  the 
investment  securities  of  a joint  venture  were 
marketed  in  a manner  that  complies  with  the 
requirements  of  the  safe  harbor.  Further, 
federal  and  state  securities  laws,  which  limit 
the  number  of  offerees  and  purchasers  in 
nonregistered  offerings,  will  compete  with 
the  mandate  of  this  requirement. 

2. Investment  Interests  in  Ambulatory 
Surgical  Centers.  The  OIG  proposed  a new 
safe  harbor  for  investments  in  certified 
ambulatory  surgical  centers  in  which  all  of 
the  investors  are  surgeons  who  personally 
perform  surgery  on  patients  who  they  refer 
to  the  center.  As  is  the  case  with  the  proposed 
rural  areas  investment  interests  safe  harbor, 
all  of  the  requirements  of  the  existing  “small 
entities  investment  interests”  safe  harbor, 
except  the  “60/40  rules”  are  also  require- 
ments of  this  safe  harbor.  There  are  other 
requirements:  (1)  the  investors  must  agree  to 
provide  services  to  Medicare  and  Medicaid 
patients  and  (2)  the  physicians’  fees  must  be 
substantially  higher  than  the  facility  fees. 

The  preamble  explains  that  this  safe 
harbor  is  warranted  because,  in  this  case,  the 
center’s  services  represent  merely  an 
extension  of  the  investing  physician’s  office 
practice  if  the  physician’s  professional  fee  is 
substantially  greater  than  the  facility  fee  of 
the  center  that  will  ultimately  produce 
distributions  on  the  investment.  Although 
the  proposed  safe  harbor  is  limited  to 
ambulatory  surgery  centers,  the  same 
rationale  may  be  applicable  to  other  ancillary 
services,  and  the  OIG  is  soliciting  comments 
on  how  the  rational  could  be  more  generally 
applied. 

3. Investment  Interests  in  Group  Prac- 
tices Composed  Exclusively  of  Active 
Investors.  A new  investment  interest  safe 
harbor  is  proposed  for  entities  composed  only 
of  “active  investors”  in  a “group  practice,”  if 
the  following  three  standards  are  met:  (1)  the 
investment  interests  are  not  offered  on  terms 
related  to  prior  or  expected  referrals,  (2)  the 
entity  may  not  finance  the  purchase  of  the 
investment  interest  and  (3)  distributions 
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must  be  proportional  to  an  investor’s  capital 
investment.  “Active  investors”  are  those 
either  with  day-to-day  management  respon- 
sibility and  serving  as  general  partners  or 
those  with  general  partner-type  liability. 
This  safe  harbor  adopts  the  definition  of 
“group  practice”  found  in  the  original  Stark 
legislation. 

It  is  not  settled  whether  the  Anti- 
Kickback  Law  is  implicated  at  all  for 
traditional  physician  group  practices  provid- 
ing the  customary  range  of  physical  and 
ancillary  services,  since  it  is  questionable 
whether  a “referral”  is  made  within  such  a 
group.  Nevertheless,  the  proposed  safe 
harbor  would  provide  certainty  of  protection 
from  violation  of  the  Anti-Kickback  Law  for 
such  groups.  Please  note,  however,  that 
aside  from  the  Anti-Kickback  Law,  Stark  II 
imposes  additional  limitations  on  referrals 
among  physicians  in  group  practices. 

4.  Practitioner  Recruitment.  Safe  harbor 
protection  is  proposed  for  payments  by  an 
entity  (such  as  a hospital)  in  a rural  area  to  a 
practitioner  to  induce  a new  practitioner  (one 
practicing  within  his  or  specialty  for  less 
than  one  year)  to  establish  staff  privileges  at 
the  entity  or  to  induce  any  other  practitioner 
to  relocate  his  or  her  primary  practice  to  the 
geographic  area  of  the  entity.  Certain  tests 
must  be  met  to  determine  whether  a 
practitioner  is  relocating  (his  or  her  practice 
must  move  100  miles  and  at  least  85  percent 
of  the  practice  revenue  must  be  from  new 
patients)  and  to  uncouple  the  payments  from 
the  practitioner’s  referrals.  Except  for 
recruitment  payments  for  practices  in  health 
professional  shortage  areas,  the  recruitment 
payments  cannot  be  made  for  more  than 
three  years.  Additionally,  the  recruitment 
arrangement  must  be  in  writing  and  the 
recruited  practitioner  must  agree  to  accept 
Medicare  and  Medicaid  business. 

The  proposed  safe  harbor  provides 
protection  only  for  practice  support  by  a 
rural  entity  when  the  practitioner  is 
relocating  a substantial  distance  with 
virtually  no  portable  business.  Interestingly, 
this  safe  harbor  is  narrower  than  the 
statutory  physician  recruitment  exception  in 
Stark  II.  The  OIG  is  specifically  soliciting 
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comments  on  criteria  to  protect  physician 
retention,  as  opposed  to  recruitment,  activi- 
ties. 

5.0bstetrical  Malpractice  Insurance  Sub- 
sidies. One  of  the  new  safe  harbor  proposals 
protects  payments  by  a hospital  or  other  entity 
to  an  obstetrician  for  his  or  her  malpractice 
insurance  premiums,  but  only  if  the 
obstetrician’s  practice  is  in  a primary  care 
health  professional  shortage  area.  Seven 
technical  requirements  must  be  satisfied 
under  this  safe  harbor  provision,  which  further 
define  the  health  shortage  requirement, 
uncouple  the  subsidy  and  referrals  to  the 
entity  making  payment,  and  require  the 
practitioner  to  treat  Medicaid  recipients. 

This  proposed  safe  harbor  is  narrower  than 
a similar  provision  included  in  a “leaked”  copy 
of  proposed  safe  harbors  in  1990.  The 
requirement  that  the  practice  be  located  in  a 
shortage  area  makes  this  proposed  safe  harbor 
applicable  to  limited  geographic  areas  in  the 
state. 

6. Referral  Agreements  for  Specialty  Ser- 
vices. The  sixth  proposed  safe  harbor  would 
permit  cross-referral  agreements  in  which  two 
parties  agree  that,  in  exchange  for  a referral, 
the  recipient  of  the  referral  will  refer  the 
individual  back  to  the  referring  party.  In  order 
for  the  safe  harbor  to  apply,  the  recipient  of  the 
referral  must  have  special  expertise  not 
possessed  by  the  referrer,  and  no  other 
payment  or  value  may  be  exchanged  between 
the  parties. 

7. Cooperative  Hospital  Service  Organi- 
zations. The  final  proposed  safe  harbor 
regulation  protects  payments  between  a 
cooperative  hospital  service  organization 


(CHSO)  and  its  patron  hospitals.  A CHSO  is  a 
tax-exempt  entity  owned  by  two  or  more  patron 
hospitals  to  perform  certain  services  for  its 
patron  hospitals  on  a centralized  basis.  Under 
the  safe  harbor,  the  payments  made  to  the 
CHSO  must  be  for  bona  fide  expenses  and 
those  made  from  the  CHSO  must  be  those 
required  to  be  made  under  tax  law. 

8.Sale  of  Practice.  Although  not  proposing 
any  specific  changes,  the  OIG  is  soliciting 
comments  on  modifications  to  the  existing  sale 
of  practice  safe  harbor  to  apply  to  a rural 
hospital’s  purchase  of  a retiring  physician’s 
practice.  The  current  safe  harbor  protects  only 
purchases  of  a retiring  physician’s  practice  by 
another  physician  practice. 

The  proposed  safe  harbors  are  narrowly 
written  providing  protection  only  in  those 
limited  circumstances  in  which  all  of  their 
requirements  can  be  met.  They  do  provide, 
however,  another  source  of  guidance  on  the 
policies  and  considerations  that  the  OIG 
considers  relevant  in  analyzing  transactions. 
Even  if  one  or  more  of  the  safe  harbors  do  apply 
to  a particular  transaction,  the  participants  in 
the  transaction  must  also  consider  the 
applicability  and  the  constraints  imposed  by 
tax  law  and  Stark  II.  At  this  writing,  the 
proposed  safe  harbors  have  not  been  promul- 
gated in  final  form,  and  unless  and  until  they 
are  issued  in  final  form,  they  do  not  provide 
protection  from  the  Anti-Kickback  Law. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information  for  the 
practicing  physician  about  current  trends  in  health 
law. 
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Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 


PHYSICAL  THERAPY 


> at  Hockessin 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 
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WE'RE  MORE  THAN 
JUST  SAVINGS  . . . 


OUR  COMPETITIVE 
CHECKING 
IS  WORTH 
CHECKING  INTO 

• REGULAR  CHECKING  • INTEREST  CHECKING 

• SUPER  INTEREST  CHECKING  ^ 

• 24-HOUR  TELLER/MAC®  CARD 
• OVERDRAFT  PROTECTION 
• DIRECT  DEPOSIT 


ARTISANS' 

W*  SAVINGS  BANK  ?DErR 


Hr. 

■Teller 


CENTER  CITY 

9th  & Tatnall  Sts. 
658-6881 

NORTH 

Talleyville  Center 
479-2553 


Shoppes  ot  Graylyn 
479-2550 

WEST 

Midway  Plaza 
993-8220 

NEWARK 

Polly  Drummond 
Center 
738-3019 

DOVER 

Rte.  13  & Governor’s  Ave 
674-3920 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delewere 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  magic  ’ words  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern , 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark.  DE 

Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 
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COURSE  DESCRIPTION 


LOW  BACK  PAIN 

Wednesday,  October  5,  1994 
1 :00  pm  — 5:30  pm 

Delaware  Academy  of  Medicine 
1 925  Lovering  Avenue 
Wilmington,  DE  19806 


Sponsored  by 


Medical  Society  of  Delaware 
Hosted  by 

Delaware  Valley  HMO 
Healthcare  Delaware 
American  Health  Alternatives 
American  Health  Preferred 


TUITION 


Physicians  (non-par) $25.00 

Resident  and  Students Courtesy 


Tuition  includes  course  syllabus  and 
refreshments.  Advance  registration  is 
required  by  September  27,  1 994,  to 
ensure  reservations 


NEUROLOGIC  EVALUATION  OF 
LOW  BACK  PAIN 
Thomas  C.  Mueller,  MD 
Describe  the  neurologic  approach  to  the 
diagnosis  of  low  back  pain,  including  physical 
exam,  radiographic  and  neurophysiologic 
testing. 

USE  AND  ABUSE  OF  IMAGING 
STUDIES  IN  THE  EVALUATION  OF 
LOW  BACK  PAIN 
Stephen  L.  Hershey,  MD 
Describe  the  orthopedic  evaluation  of  the 
lower  back  pain  patient,  including  history, 
physical  examination  and  the  proper  role  of 
imaging  studies  in  diagnosis  and  treatment. 
Also  limitation  and  abuse  of  imaging  studies 
will  be  discussed. 

LOW  BACK  PAIN 
Robert  H.  Condon,  MD 
Conservative  management  of  various  low 
back  pain  syndromes,  evaluation  of  the 
patient  in  regard  to  returning  to  work  and 
prevention.  Treatment  modalities  and  the 
importance  of  prevention,  particularly  inn 
regard  to  education  and  exercise  will  be 
discussed. 

Accreditation  Statement 

The  MedicaJ  Society  of  Delaware  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical 
education  for  physicians.  The  Medical  Society  of  Delaware  designates  this 
continuing  medical  education  activity  for  3.5  credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical  Association. 

Disclosure  Statement 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to  comply  with  the  ACCME 
Standards  or  Commercial  Support  of  Continuing  Medical  Education.  In  keeping 
with  these  standards,  all  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  the  Medical  Society  of  Delaware  are  expected  to 
disclose  to  the  program  audience  any  real  or  apparent  conflict  of  interest 
related  to  the  content  of  their  presentation. 

For  more  information 
Contact:  Richard  J.  Morris,  MD 
Program  Director 
(302)  652-8038  in  Wilmington 
(302)  734-42 1 7 in  Dover 
(610)  358-5650  in  Pennsylvania 


DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

■—  MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

*—  Nuclear  diagnostic  studies  and  SPECT  imaging 
1 — - CT  Scan 

— — Low-dose  mammography 
— OB  and  general  ultrasound 

* Color  Doppler  ultrasound 

— Fluoroscopy 
General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 
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Now  that  your  senior  partner  has 
retired  and  the  new  internist  has  bought  into  the  practice, 
your  own  retirement  plans  have  gotten  a little  firmer. 


You  finally  sold  the  rental  property  you’ve  owned  for  years. 
What  to  do  with  the  proceeds  is  another  question. 


You  have  one  partner,  two  nurses  and  one  receptionist. 
And  two  brokers  who  both  phoned  with  a unique  investment. 


And  your  office  manager  just  reminded  you 
the  premium  for  your  malpractice  insurance  is  due  next  month. 


It’s  time  you  talked  with  a private  banker 
from  Wilmington  Trust. 


We  understand  the  special  financial  requirements  of  physicians  who  want  to  make  the 
most  of  their  practices  for  themselves  and  their  families. 

The  private  bankers  at  Wilmington  Trust  are  talented  professionals  who  can  coordinate 
customized  credit  and  insurance  arrangements,  provide  estate  planning,  manage  investments 
and  develop  tax-advantaged  retirement  benefit  plans. 

If  you  are  among  those  actively  building  substantial  assets,  call  David  Ernst  in  Private 
Banking  at  (302)  651-8855, 

WILMINGTON  TRUST 


MEMBER  FDIC 
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Northwestern  Mutual  Life  has  always 
received  the  highest  possible  ratings  from 
Moody's,  Standard  & Poor’s,  A.M.  Best  and  Duff 
& Phelps.  It  has  been  voted  “the  most  financially  sound 
life  insurance  company”  every7  year  in  a survey  sponsored 
by  FORTUNE®  magazine.  When  you  have  a new  reason 
for  w anting  the  most  secure  life  insurance,  talk  to 
the  Quiet  Company.  Northwestern  Mutual  Life. 


© 1994  The  Northwestern  Mutual  Life  Insurance  Company,  Milwaukee,  Wisconsin. 


Northwestern 
Mutual  Lite 

The  Quiet  Company' 
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SPECIAL  REPORT 


Speak  Up  for  Children  — 1994 
Report  of  the  Mental  Health  Committee 
Delaware  Chapter  — American  Academy  of  Pediatrics 


Executive  Summary 

Despite  demonstrable  progress  evidenced  by 
the  service  systems  in  Delaware  during  the 
past  decade,  Delaware’s  Child  Mental 
Healthcare  efforts  continue  to  grapple  with 
under-served  populations  and  unavailability 
of  services.  Compounding  the  problem  have 
been  the  socio-cultural  changes  of  the  last 
decade  — greater  prevalence  of  violence, 
premature  and  inappropriate  exposure  to 
sex,  striking  availability  of  drugs  and  the 
AIDS,  epidemic  — which  have  eroded  the 
positive  effects  of  family,  school  and 
community,  the  key  forces  contributing  to 
the  child’s  development,  growth  and  well 
being. 

Such  powerful  factors  have  created 
increased  demands  on  a mental  health 
system  already  challenged  by  the  pressures 
of  limited  access  and  cost  containment. 

While  strengthening  the  existing  deliv- 
ery systems  remains  important,  the  magni- 
tude and  acuity  of  the  problem  calls  for 
commitments  to  (1)  identify  and  support 
currently  effective  components,  (2)  create  an 
integrated  public-private  mental  health 
delivery  system,  and  (3)  craft  new  mecha- 
nisms to  deliver  services  to  children,  their 
families,  schools  and  communities. 

The  most  critical  step  in  helping  to 
control  the  occurrence  of  mental  health 
problems  is  developing  and  implementing 
programs  that  are  preventive  in  nature. 
Because  this  requires  recognizing  and 
treating  potential  problems  as  early  as 
possible,  the  Delaware  Chapter  of  the 


Del  Med  Jrl,  September  1994,  Vol  66  No  9 


American  Academy  of  Pediatrics  presents 
specific  recommendations.  The  Delaware 
Chapter  of  the  American  Academy  of 
Pediatrics  urgently  recommends: 

0-5  Years:  Create  New  “Family  Resources 
Centers ” to  include: 

• Single  entry  referral  system  which  is 
timely  and  proactive. 

• On-site  clinical  resource  specialists 
representing  mental  health,  Child 
Find,  family  services,  medical  care, 
economic  services  and  nutrition. 

• Child  care  that  provides  for  infant 
care  and  early  childhood  interven- 
tion. 

• Substance  abuse  program. 

• Respite  support  program. 

• Training  support. 

• Preventive  care  program  that  in- 
cludes pregnancy  prevention,  pre- 
natal care,  Diamond  Deliveries, 
parenting  education  and  outreach 
activities. 

6-12  Years:  Mental  Health  Services  in 
Schools 

• School-based  services  for  family  and 
children  to  augment  current  services 
and  to  promote  interagency  coopera- 
tion. 

• Funding  to  come  from  private 
insurance,  Mental  Health  Coverage 
and  interagency  flexible  funding 
programs. 

• Extended  training  and  education  for 
teacher  and  childcare  givers  in 
developmental  “best  practices.” 
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• Expansion  of  services  for  children 
with  learning  and  behavioral  issues 
who  cannot  meet  criteria  for  special 
education. 

13-18  Years:  Services  for  Troubled  Teens 

• After  school  programs  for  mental 
health  screening,  educational  ser- 
vices for  tutoring,  and  latch  key 
programs. 

• Services  for  truant  and  disruptive 
students  to  include  mandatory  coun- 
seling, home  visits,  educational  and 
psychological/psychiatric  screening 
before  suspension. 

• Greater  involvement  of  Public  Safety 
Personnel  in  school  programs. 

• Development  of  conflict  resolution 
intervention  teams. 

Background  (1980-1993) 

1980  Report 

In  1980,  the  Academy  of  Pediatrics 
Report  summarized  the  need  for  and  called 
for  a comprehensive  mental  health  care 
system  for  children  and  youth.  By  prioritiz- 
ing and  recommending  specific  steps  be 
taken  to  upgrade  and  enhance  mental  health 
programs  and  services  for  children,  the 
Report  was  one  of  the  principal  voices  in 
activating  the  reform  movement  which 
culminated  in  the  closure  of  the  Governor 
Bacon  Health  Center  and  Children’s  Village. 

1986  Report 

In  the  Academy’s  1986  Report,  “Speak  Up 
for  Children,”  accomplishments  made  during 
the  six  year  interim  were  delineated  and  five 
new  recommendations  were  made.  Accom- 
plishments included: 

• Formation  of  the  Department  of 
Services  for  Children,  Youth  and 
their  Families. 

• Closure  of  Governor  Bacon  Health 
Center  and  Children’s  Village  and 
the  expansion  of  Residential  Treat- 
ment Centers  as  replacements  for  the 
adolescent  unit  at  GBHC. 

• Allocation  of  funding  for  hospitaliza- 
tion of  “a  few  selected  adolescents 
with  acute  emotional  problems.” 
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• Within  the  private  sector,  establish- 
ment of  a day  treatment  unit  for 
adolescents  at  Christiana  Hospital, 
the  Rosenblum  Center  at  the 
Wilmington  Hospital,  the  inpatient 
unit  at  Rockford  Center  and  other 
initiatives  in  the  nonprofit  sector. 

Progress  and  Problems:  1986-1993 

Progress 

— Since  1986,  the  public  sector  has  made 
significant  progress,  not  only  by  adding 
an  entire  range  of  family-centered 
community-based  treatment  alternatives 
to  its  program,  but  also  by  establishing 
clinically  qualified  treatment  teams  to 
coordinate  the  network. 

— Provider  and  agency  initiatives  have 
developed  from  the  needs  created  as  a 
result  of  current  changes  in  health  care. 
Of  special  importance  is  the  Family 
Services  Cabinet  Council  which  brings 
the  agenda  of  children  and  families  to  the 
fore,  ensuring  that  the  various  state 
departments  coordinate  child  and  family 
policies. 

Problems 

— The  system  is  serving  several  times  the 
number  of  youth  it  did  in  1986,  and  doing 
so  with  less  institutional  emphasis. 
However,  the  Division  of  Child  Mental 
Health  figures  indicate  that  it  is  serving 
just  over  half  of  its  target  number  and  its 
treatment  coordinators  carry  a load 
many  times  that  suggested  by  Profes- 
sional authorities. 

— The  Division  does  not  have  its  own  24- 
hour  crisis  resolution  service  or  treat- 
ment centers.  And  in  lower  Delaware, 
there  is  a shortage  of  non-bed  services. 

— In  the  private  sector,  the  recent  years 
have  seen  an  increased  number  of 
citizens  who  have  lost  insurance.  At  the 
same  time,  coverages  afforded  mental 
health  benefits  by  various  carriers  have 
tended  to  shrink.  The  result  has  been  a 
sharp  upswing  in  the  use  of  “care 
managers”  to  regulate  the  relationship 
between  provider  and  insured.  A greater 
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number  of  Delawareans  have  been  forced 

to  rely  on  state  services. 

1994  REPORT 
Approach 

The  1994  Report  is  based  on  a broad 
survey  of  child  mental  health,  concentrating 
on  the  services  and  programs  provided  to 
younger  children,  zero  to  five  years  of  age.  As 
the  Academy  has  done  in  the  past,  it 
established  subcommittees  to  review  and 
document  findings  in  their  various  areas. 
The  committee  then  synthesized  the  mate- 
rial and  presented  its  joint  recommendations 
as  delineated  in  the  Executive  Summary. 

Findings  and  Priorities 

The  Executive  Summary  provides  an 
overview  of  the  committee’s  recommenda- 
tions. This  section  includes  several  specific 
priorities  pertaining  to  these  program  and 
service  recommendations  as  found  by  each 
subcommittee. 

Subcommittees  I and  II:  Priorities  for 
0-5  years  of  age 

Because  of  the  emphasis  on  this  age 
group,  two  of  the  five  subcommittees  focused 
on  programs  and  services  needed  for  infants 
and  very  young  children. 

Subcommittee  I found  that  current 
mental  health  services  offer  some  but  limited 
resources  to  meet  the  mental  health  needs  of 
infants,  children  and  families.  Many  pro- 
grams are  crisis  oriented  and  fragmented  in 
scope,  and  services  need  to  be  tailored  to  the 
community  they  serve. 

Less  broadly,  specific  gaps  in  mental 
health  services  were  identified,  including  ( 1) 
insufficient  services  to  the  Hispanic  Commu- 
nity due  to  limited  staff,  language  barriers 
and  limited  access  to  services  due  to 
transportation  and  communication  restric- 
tions; (2)  down  state  population  services 
limited  to  crisis-intervention;  (3)  day  care 
providers  under  trained;  (4)  Home  Visitor 
Program  needs  to  be  expanded  so  delivery  of 
home  aid  can  be  function-based  rather  than 
service-based. 
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A model  comprehensive,  community- 
based,  prevention-oriented  program  should 
be  structured.  Called  Family  Resource 
Centers,  they  must  include: 

• Single  entry  referral  system  which  is 
timely  and  proactive. 

• On-site  clinical  resource  specialists 
representing  mental  health,  Child 
Find,  family  services,  medical  care, 
economic  services  and  nutrition. 

• Child  care  that  provides  for  infant 
care  and  early  childhood  interven- 
tion. 

• Substance  abuse  program. 

• Respite  support  program. 

• Training  support. 

• Preventive  care  program  that  in- 
cludes pregnancy  prevention,  pre- 
natal care,  Diamond  Deliveries, 
parenting  education  and  outreach 
activities. 

For  the  prevention  and  treatment  of 
emotional  and  mental  disorders  common  to 
babies  and  very  young  children,  Subcommit- 
tee II  endorses  a working  model  set  forth  by 
the  National  Institute  of  Mental  Health  and 
the  National  Center  for  Clinical  Infant 
Programs.  The  core  of  this  model  is  the 
establishment  of  a continuum  of  mental 
health  services  available  to  families  with 
very  young  children.  Components  of  this 
model  to  be  put  into  action  include: 

• Community  outreach  to  raise  aware- 
ness of  the  need,  and  programs  to 
educate  families  about  family  life 
practices  and  infant  mental  health 
concepts. 

• Preventative  program  to  help  mini- 
mize psychopathology  in  families 
considered  at  risk,  with  services  to 
include  home  visiting  family  resource 
programs  and  special  training  for  day 
care  workers. 

• Support,  supplemental  and  substi- 
tute care  programs  for  (1)  assisting 
stressed  families,  (2)  providing  tem- 
porary, periodic  or  continuing  ser- 
vices to  protect  the  mental  well-being 
of  all  family  members;  (3)  implement- 
ing short  or  long  term  residential 
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care  or  foster  placement  when  the 
child’s  or  parent’s  emotional  needs 
cannot  be  met  within  the  family. 

Subcommittee  III:  Priorities  for 
Latency  Age  (grade  school  children) 

Two  priorities  recognized  by  this  subcommit- 
tee are: 

© Need  to  assure  accessibility  of 
comprehensive  child  psychiatric  and 
mental  health  services  through  man- 
aged care  networks. 

© Need  for  community  consultation 
services  and  inter-departmental  and 
inter-agency  collaboration  including 
shared  funding  and  “wrap-around” 
services. 

Rationale 

Insurance  seldom  covers  the  mental 
health  consultation  services  provided  to  the 
public  schools,  foster  care,  family  service  and 
youth  rehabilitation  systems.  Nor  does  the 
public  sector  consultation  and  assessment 
service  have  this  capacity.  Consequently, 
critically  needed  consultation  services  pro- 
vided in  these  settings  are  very  limited. 

To  meet  the  need: 

• Public  schools  should  broaden  admin- 
istrative criteria  which  currently 
limit  which  children  are  eligible  to 
receive  special  education  services 
and  school-based  counseling. 

• On-site  interventions,  including  psy- 
chiatric and  psychological  consulta- 
tion, should  be  provided  in  schools  to 
prevent  situations  where  young 
children  who  engage  in  physical 
misbehavior  are  charged  with  assault 
and  undergo  only  disciplinary  and 
correctional  measures. 

• Family  Service  and  Youth  Rehabilita- 
tive services  should  have  increased 
psychiatric  and  psychological  consul- 
tation support  so  that  children  and 
families  with  emotional  disorders  can 
be  identified  and  treated  promptly. 
This  would  also  promote  inter- 
departmental and  interagency  plan- 
ning for  children. 
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• Flexible  funding  programs  should  be 
developed  among  all  responsible 
agencies  so  multiple  problem  chil- 
dren with  emotional  disturbances  do 
not  fall  through  the  cracks  between 
agencies  and  departments. 

Subcommittee  IV:  Priorities  for 
Adolescence 

Compounded  social  problems  are  affect- 
ing healthy  passage  through  adolescence: 
violence,  teen  pregnancies,  growing  single 
family  situations,  suicide,  high  school  drop 
outs,  AIDS,  etc.  Research  tells  us  that  many 
of  today’s  teens  are  frustrated  and  out  of 
control  with  stressful,  unsafe  schools,  broken 
homes  and  undiagnosed  learning  and 
emotional  problems. 

In  league  with  current  programs  under- 
way in  Delaware,  it  is  recommended  that  an 
aggressive  program  be  established  that  aims 
to  (1)  buttress  the  family  system,  and  (2) 
reduce  the  violence  among  teenagers. 

Priority  activities  to  achieve  this  two- 
pronged goal  include: 

• Implementing  after-school  programs 
in  schools  — called  a family  center,  its 
programs  would  provide  physical  and 
mental  health  screenings  and  educa- 
tional services,  tutoring  and  latch 
key  programs  for  adolescents. 

• Augmenting  programs  provided  by 
community  organizations  (e.g.  Boys 
and  Girls  Clubs,  Police  Athletic 
League,  etc.)  to  include  family 
support  activities  such  as  tutoring 
programs,  exercise  programs,  coun- 
seling services,  etc. 

• Using  truancy  as  a symptom  of 
further  reaching  social,  learning  or 
emotional  problems.  Target  these 
students  for  intensive  follow  up  by  a 
school  counselor  to  include  home 
visits,  educational/psychological  di- 
agnostic testing  and  mandatory 
counseling  instead  of  detention  or 
suspension. 

•Providing  police  presence  in  the  school 
by  having  schools  become  a regularly 
patrolled  part  of  the  community. 
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Police  should  be  integrated  into  the 
school  curriculum,  available  to  dis- 
cuss law  enforcement  with  students. 

• Developing  conflict  resolution  teams 
for  schools,  consisting  of  students  and 
staff  who  respond  to  the  threat  of 
violence,  with  problem-solving  skills 
aimed  at  averting  violence  and 
educating  students  in  alternative 
methods  of  resolving  disputes. 

• Establishing  intervention  teams  com- 
posed of  peers  and  counselors  spe- 
cially trained  to  identify  signs  and 
symptoms  of  psychopathology. 

Subcommittee  V:  Educational  Focus 

Several  school-based  educational/mental 
health  programming  enhancements  are 
needed  to  increase  effectiveness  of  the 
system.  Specifically,  there  appears  to  be  a 
need  to: 

• Implement  pilot  projects  to  more 
efficiently  and  effectively  make  ser- 
vices available  to  “large”  populations. 


This  can  be  achieved  by  placing 
appropriately  credentialed  mental 
health  professionals  from  the 
Children’s  Department  in  a public 
school  setting.  This  effort  could 
promote  increased  interdepartmen- 
tal collaboration. 

• Expand  teachers’  and  professional 
caregivers’  abilities  and  skills  to 
promote  the  social  and  emotional 
health  of  the  children  they  serve. 
This  can  be  accomplished  by  requir- 
ing child  care  training  and  teacher 
training  programs  to  augment  their 
certification  requirements  to  include 
course  work  that  focuses  on  emo- 
tional and  social  development  “best 
practices”  for  infants,  children  and 
adolescents. 

David  Epstein,  MD,  chapter  president 
Nidia  de  Yanez,  MD,  Mental  Health 
Committee  chairperson 


Rehabilitation  Consultants,  Inc. 

“Physical,  Occupational  and  Speech  Therapy  since  1970 ” 


Two  convenient  locations 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


SERVICES 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare  and  Most  Major 
Insurance  Plans 

Call  302/478-5240  or  302/655-5877 
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We  Agree. 

Every  state  medical  society,  64  medical  specialty 
societies,  and  the  American  Medical  Association 
agree  that  any  health  system  reform  legislation  must 
contain  the  principles  outlined  in  the  letter  below: 


Aerospace  Medical  Association 
Medical  Association  of  the  State  of  Alabama 
Alaska  State  Medical  Association 
American  Academy  of  Child  & Adolescent  Psychiatry 
American  Academy  of  Dermatology 
American  Academy  of  Facial  Plastic  & Reconstructive 
Surgery 

American  Academy  of  Family  Physicians 
American  Academy  of  Insurance  Medicine 
American  Academy  of  Neurology 
American  Academy  of  Ophthalmology 
American  Academy  of  Orthopaedic  Surgeons 
American  Academy  of  Otolaryngic  Allergy 
American  Academy  of  Otolaryngology  — 

Head  & Neck  Surgery 
American  Academy  of  Pain  Medicine 
American  Academy  of  Pediatrics 
American  Academy  of  Physical  Medicine 
and  Rehabilitation 

American  Association  of  Clinical  Endocrinologists 
American  Association  of  Clinical  Urologists,  Inc. 
American  Association  of  Electrodiagnostic  Medicine 
American  Association  of  Neurological  Surgeons 
American  College  of  Allergy  and  Immunology 
American  College  of  Cardiology 
American  College  of  Chest  Physicians 
American  College  of  Emergency  Physicians 
American  College  of  Gastroenterology 
American  College  of  Legal  Medicine 
American  College  of  Medical  Quality 
American  College  of  Nuclear  Medicine 
American  College  of  Nuclear  Physicians 
American  College  of  Obstetricians  and  Gynecologists 
American  College  of  Physicians 
American  College  of  Rheumatology 
American  Fertility  Society 
American  Gastroenterological  Association 
American  Group  Practice  Association 
American  Medical  Association 
American  Medical  Directors  Association 
American  Orthopaedic  Association 
American  Orthopaedic  Foot  and  Ankle  Society 
American  Pediatric  Surgical  Association 
American  Psychiatric  Association 
American  Roentgen  Ray  Society 
American  Society  of  Abdominal  Surgeons 
American  Society  of  Addiction  Medicine,  Inc. 
American  Society  of  Anesthesiologists 
American  Society  of  Cataract  and  Refractive  Surgery 
American  Society  of  Clinical  Oncology 
American  Society  of  Clinical  Pathologists 
American  Society  of  Colon  and  Rectal  Surgeons 
American  Society  for  Dermatologic  Surgery 
American  Society  for  Gastrointestinal  Endoscopy 
American  Society  of  Hematology 
American  Society  of  Internal  Medicine 
American  Society  of  Maxillofacial  Surgeons 
American  Society  of  Plastic  and 
Reconstructive  Surgeons.  Inc. 

American  Society  for  Therapeutic  Radiology 
and  Oncology 
American  Thoracic  Society 
American  Urological  Association 
Arizona  Medical  Association,  Inc. 

Arkansas  Medical  Society 

California  Medical  Association 

College  of  American  Pathologists 

Colorado  Medical  Society 

Congress  of  Neurological  Surgeons 

Connecticut  State  Medical  Society 

Contact  Lens  Association  of  Ophthalmologists,  Inc. 

Medical  Society  of  Delaware 

Medical  Society  of  the  District  of  Columbia 

Florida  Medical  Association 

Medical  Association  of  Georgia 

Hawaii  Medical  Association 

Idaho  Medical  Association 

Illinois  State  Medical  Society 

Indiana  State  Medical  Association 

Iowa  Medical  Society 

Kansas  Medical  Society 

Kentucky  Medical  Association 

Louisiana  State  Medical  Society 

Maine  Medical  Association 

Medical  & Chirurgical  Faculty  of  the  State  of  Maryland 

Massachusetts  Medical  Society 

Michigan  State  Medical  Society 

Minnesota  Medical  Association 

Mississippi  State  Medical  Association 

Missouri  State  Medical  Association 

Montana  Medical  Association 

Nebraska  Medical  Association 

Nevada  State  Medical  Association 

New  Hampshire  Medical  Society 

Medical  Society  of  New  Jersey 

New  Mexico  Medical  Society 

Medical  Society  of  the  State  of  New  York 

North  Carolina  Medical  Society 

North  Dakota  Medical  Association 

Ohio  State  Medical  Association 

Oklahoma  State  Medical  Association 

Oregon  Medical  Association 

Pennsylvania  Medical  Society 

Radiological  Society  of  North  America 

Renal  Physicians  Association 

Rhode  Island  Medical  Society 

Society  for  Cardiovascular  and  Interventional  Radiology 

Society  of  Critical  Care  Medicine 

Society  for  Investigative  Dermatology,  Inc. 

Society  of  Nuclear  Medicine 
South  Carolina  Medical  Association 
South  Dakota  State  Medical  Association 
Tennessee  Medical  Association 
Texas  Medical  Association 
Utah  Medical  Association 
Vermont  State  Medical  Society 
Medical  Society  of  Virginia 
Washington  State  Medical  Association 
West  Virginia  Stale  Medical  Association 
State  Medical  Society  of  Wisconsin 
Wyoming  Medical  Society 


DELEGATE’S  REPORT 


1994  Annual  Meeting  of  the  AMA  House  of  Delegates 


I.  Favel  Chavin,  MD 


Introduction 

4 The  AMA  House  of  Delegates  met  in 
Chicago,  June  12-16,  1994. 

4 There  were  430  delegates  seated,  repre- 
senting state  medical  associations,  na- 
tional medical  specialty  societies,  AMA 
Sections,  the  Armed  Forces,  and  the  U.S. 
Public  Health  Service.  Dr.  Joycelyn 
Elders,  the  new  Surgeon  General,  took 
her  delegate’s  seat  for  the  first  time. 

4 The  House  agenda  contained  106  reports 
and  212  resolutions. 

4 AMA’s  President,  Joseph  T.  Painter,  MD, 
gave  a stirring  report  to  the  House, 
calling  for  unity  in  the  profession.  He 
said,  “...  the  sound  of  the  rich  chorus  of 
our  Federation,  channeled  through  the 
tenor  of  our  AMA,  is  a sound  that  is 
becoming  increasingly  rare  — perhaps 
even  endangered.”  In  a reference  to 
AMA’s  campaign  entitled  “Voice,  Choice, 
Coverage,”  Dr.  Painter  underscored 
AMA’s  continuing  commitment  to  shap- 
ing the  future.  “As  the  leaders  of  medicine 
today,  we  must  guarantee  the  heritage  of 
all  the  physicians  of  tomorrow.  We  must 
assure  them  a voice — their  patients  of  a 
choice — at  all  the  crossroads  still  to 
come.”  Speaking  of  future  physicians,  Dr. 
Painter  said,  “We  must  create  for  them 

Dr.  Chavin  is  a delegate  to  the  Amercian  Medical  Associa- 
tion. 
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that  Legacy  of  Leadership,  making 
certain  that  our  AMA  endures  ...  so  that 
they,  too,  may  join  us  again  and  again.” 

4 In  his  Inaugural  Address,  Robert  E. 
McAfee  MD,  presented  a poignant  speech 
in  the  form  of  a conversation  with  his  son 
who  is  just  entering  practice.  Dr.  McAfee 
discussed  the  choices  and  challenges  of 
medicine  and  expressed  confidence  in  the 
future  generation  of  physicians  in 
preserving  the  heritage  of  medicine. 
Saying  that  the  AMA  laid  the  foundation 
for  modern  American  medicine  almost  a 
century  and  a half  ago,  Dr.  McAfee 
presented  three  principles  as  the  basis  for 
the  foundation:  1.  a code  of  ethics,  2.  the 
best  quality  medical  education,  and  3.  the 
freedom  to  care  for  patients  in  an 
environment  unfettered  by  outside  inter- 
ference. 

A wide  variety  of  issues  were  considered  in 
socio-economics,  science,  medical  education 
and  public  health.  Following  are  highlights 
of  the  major  issues  considered  at  the 
meeting: 

Health  System  Reform 

As  the  nation’s  lawmakers  continue  to 
direct  attention  to  reforming  the  health  care 
system  the  various  aspects  of  the  proposals 
under  consideration  easily  dominated  the 
discussions  at  the  Annual  Meeting.  In  what 
was  one  of  the  longer  open  hearings  in  our 
AMA’s  history,  scores  of  speakers  presented 
testimony  to  help  guide  the  AMA’s  leader- 
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ship  in  the  coming  months  of  legislative 
wrangling.  The  debate  continued  on  the  floor 
of  the  House  as  the  delegates  considered 
Board  and  Council  reports  and  a large 
number  of  resolutions. 

When  everyone  had  been  heard,  the 
delegates  voted  to  adopt  the  following  policy 
statements: 

© That  the  Board  of  Trustees  continue  to 
implement  AMA  policy  to  achieve 
universal  access  and  coverage  through 
an  approach  that  may  utilize  employer 
and/or  individual  responsibilities  for 
payment  while  permitting  the  individual 
to  choose  and  own  his  or  her  health 
insurance  plan,  and  continue  to  encour- 
age health  IRA’s  and  a phase-in 
mechanism,  exploring  all  concepts  that 
accomplish  coverage  for  and  access  to 
health  services  for  all  Americans  recog- 
nizing the  needs  of  individual  states,  and 
report  back  to  the  House  on  its  efforts  at 
the  1994  Interim  Meeting. 

© That  the  AMA  may  support  a health 
system  reform  bill  that  does  not  include 
every  component  of  the  current  AMA 
Health  System  Reform  policy. 

® That  the  AMA  continue  to  strongly 
support  a pluralistic  approach  to  achiev- 
ing universal  access  to  health  services. 

© That  the  AMA  strongly  emphasize  and 
encourage  the  development  and  use  of 
health  savings  accounts  as  outlined  in  an 
informational  report  of  the  AMA’s 
Council  on  Medical  Service  as  an  integral 
component  of  its  advocacy  efforts  toward 
achieving  universal  coverage. 

© That  the  AMA  declare  its  strong  support 
for  those  elements  of  health  system 
reform  proposals  that  are  consistent  with 
AMA  policy. 

© That  the  AMA  study  ways  to  discourage 
the  present  control  of  employee  health 
insurance  choices  by  employers  and 
report  back  to  the  House  of  Delegates  at 
the  1994  Interim  Meeting. 

Requiring  Physician  Participation 
in  HMOs  in  order  to  Join  a PPO  Panel 

The  House  considered  a report  of  the 
Council  on  Medical  Service  that  pointed  out 
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that  AMA  policies  now  call  for  choice  among 
fee-for-service,  prepaid,  and  point  of  service 
options.  The  report  states  that  the  AMA  has 
advocated  these  policies  vigorously  and 
effectively  with  the  White  House  and  the 
Congress. 

The  House  adopted  the  following  policy 
statements: 

© That  the  AMA  reaffirm  policy  which  calls 
for  each  employer  or  “health  alliance”  to 
offer  two  or  more  affordable  fee-for- 
service  plans  offered  on  an  annual  basis, 
where  available. 

© That  the  AMA  reaffirm  policy  which  calls 
for  all  health  plans  that  restrict  a 
patient’s  choice  of  physician  or  hospital 
to  offer  a “point-of-service”  feature  in 
which  patients  may  see  physicians  out  of 
the  plan 

© That  the  AMA  adopt  as  policy  that  any 
point-of-service  options  under  health 
system  reform  have  out-of-plan  cost- 
sharing levels  that  are  nonpunitive, 
actuarially  determined  and  affordable. 

Benefits  of  Balance  Billing 

Testimony  was  presented  to  the  Refer- 
ence Committee  that  physicians’  continued 
ability  to  set  their  own  fees  was  in  severe 
peril  as  a result  of  various  legislative  and 
policy  initiatives,  as  well  as  the  growth  of 
managed  care  plans.  The  members  of  the 
committee  agreed  and  pointed  out  that  the 
AMA  has  sufficient  policy  on  the  right  to 
contract,  which  must  continue  to  receive 
high  priority. 

The  House  adopted  the  following  state- 
ments: 

© That  the  AMA  reaffirm  policies  calling 
for  the  preservation  and  expansion  of  the 
physician’s  right  to  establish  fair  fees. 

© That  the  AMA  reaffirm  policies  calling 
for  patients  to  be  free  to  contract  with  the 
physician  of  their  choice  to  obtain 
medical  services  regardless  of  insurance 
payment. 

Support  for  Core  Public 
Health  Functions 

The  House  received  three  resolutions 
expressing  concern  for  continued  support  of 
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programs  in  disease  prevention  and  health 
promotion  in  health  system  reform.  The 
House  adopted  the  following  statement:  That 
the  AMA  support  establishment  of  a stable 
source  of  funding  dedicated  to  core  public 
health  functions  in  the  context  of  health 
system  reform. 

Definition  of  Primary  Care 

After  nearly  a year  of  working  on  the 
subject,  the  Board  of  Trustees  submitted  a 
report  that  resulted  from  the  creation  of  a 
“Task  Force  on  Primary  Care.”  At  the  last 
Interim  Meeting,  the  Speakers  organized  a 
special  open  hearing  on  the  definition  of 
primary  care  so  that  all  viewpoints  could  be 
expressed  for  the  information  of  the  Task 
Force.  The  Reference  Committee  again  heard 
extensive  testimony  on  this  important 
subject  and  recommended  some  amendments 
to  the  Board’s  policy  statements  which  were 
accepted  by  the  House  as  follows: 

© That  AMA  policy  state  that  primary  care 
consists  of  the  provision  of  a broad  range 
of  personal  medical  care  (preventive, 
diagnostic,  curative,  counseling,  and 
rehabilitative)  in  a manner  that  is 
accessible,  comprehensive  and  coordi- 
nated by  a physician  over  time.  Care  may 
be  provided  to  an  age-specific  or  gender 
specific  group  of  patients,  as  long  as  the 
care  of  the  individual  patient  meets  the 
above  criteria. 

© That  the  AMA  encourage  the  efforts  to 
define  what  constitutes  primary  care 
services.  Data  should  be  collected  on 
which  specialties  currently  provide  these 
services,  and  how  these  services  are 
integrated  into  the  practice  of  physi- 
cians. Such  data  are  essential  to 
determine  future  physician  workforce 
needs  in  primary  care. 
d>  That  the  AMA  encourage  that  training 
programs  for  physicians  who  will  prac- 
tice primary  care  include  appropriate 
educational  experiences  to  introduce 
physicians  to  the  required  knowledge 
and  skills,  as  well  as  to  the  types  of 
services  and  the  modes  of  practice  that 
characterize  primary  care. 


Del  Med  Jrl,  September  1994,  Vol  66  No  9 


© Where  case  management  or  coordination 
limit  access  to  appropriate  medical  care, 
patients  should  have  the  freedom  to  see  a 
physician  appropriate  for  the  services 
they  need,  regardless  of  specialty.  Above 
all,  the  best  interests  of  the  patient  must 
be  paramount. 

Physician  Workforce 
Planning  Strategies 

The  House  received  a report  prepared  by 
two  councils  and  seven  resolutions  on  the 
subject  of  workforce  planning.  The  Reference 
Committee  reported  that  it  heard  extensive 
supportive  testimony  and  recommended  the 
following  policy  statements  which  were 
adopted  as  amended: 

© Physician  workforce  planning  should  be 
based  on  physician-to-population  ratios, 
taking  into  account  regional  and  national 
demographic  characteristics  and  needs, 
and  any  alterations  in  the  structure  of 
the  present  healthcare  delivery  system. 
Such  planning  should  not  be  based  on  an 
arbitrary  percent  distribution  by  spe- 
cialty. 

© Any  analysis  of  physician  supply  should 
be  based  on  numbers  of  physicians  and 
the  proportion  of  time  that  they  are 
actively  involved  in  patient  care  and  on 
the  different  health  delivery  system 
where  they  practice  rather  than  on  the 
total  physician  population. 

© Attempts  to  adjust  the  physician 
workforce  should  consist  of  an  appropri- 
ate mix  of  market  and  other  forces; 
utilizing  voluntary,  private  sector  plan- 
ning; the  initiation  of  appropriate 
incentives;  and  addressing  the  wide 
range  of  factors  which  influence  personal 
career  choice. 

© Planning  to  restructure  the  physician 
workforce  should  consider  the  utility  of 
the  following  strategies,  singly  and  in 
combination:  limiting  the  number  of 
medical  students,  limiting  the  number  of 
entry  level  residency  positions,  and 
retraining  of  practicing  physicians. 

© In  order  to  maximize  physician  involve- 
ment in  workforce  planning  and  to 
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respond  to  current  pending  legislation 
designed  to  place  planning  solely  in 
federal  hands,  the  planning  process 
should  both  redefine  existing  structures 
and  consider  additional  bodies  for  a 
private  initiative  in  workforce  planning. 
Medical  students  and  residents  should  be 
involved  in  all  levels  of  workforce 
planning.  The  physician  workforce  plan- 
ning infrastructure  could  include  three 
basic  components: 

a.  creation  of  a “National  Health 
Workforce  Advisory  Council” 

b.  establishment  of  a “Graduate 
Medical  Education  Commission” 

c.  establishment  of  a graduate  medi- 
cal education  consortia  to  provide 
a mechanism  for  the  integration  of 
undergraduate  and  graduate  medi- 
cal education  activities  on  a local, 
regional,  or  state  basis. 

Memories  of  Childhood  Abuse 

The  Council  on  Scientific  Affairs  submit- 
ted a thoughtful  report  on  memory  enhance- 
ment methods  used  in  cases  of  possible 
childhood  sexual  abuse.  The  report  refined 
current  AMA  policy  and  received  widespread 
media  attention.  The  Council  stated  that  the 
AMA  has  a long  history  of  concern  about  the 
extent  and  effects  of  child  abuse. 

The  House  of  Delegates  adopted  as 
amended  the  following  policy  statements: 

© That  the  AMA  recognize  that  few  cases  in 
which  adults  make  accusations  of 
childhood  sexual  abuse  based  on  recov- 
ered memories  can  be  proved  or 
disproved  and  it  is  not  yet  known  how  to 
distinguish  true  memories  from  imag- 
ined events  in  these  cases. 

© That  the  AMA  encourage  physicians  to 
address  the  therapeutic  needs  of  patients 
who  report  memories  of  childhood  sexual 
abuse  and  that  these  needs  exist  quite 
apart  from  the  truth  or  falsity  of  any 
claims. 

© The  AMA  considers  recovered  memories 
of  childhood  sexual  abuse  to  be  of 
uncertain  authenticity,  which  should  be 
subject  to  external  verification.  The  use 
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of  recovered  memories  is  fraught  with 
problems  of  potential  misapplication. 

© That  the  AMA  encourage  physicians 
treating  possible  adult  victims  of  child- 
hood abuse  to  subscribe  to  the  Principles 
of  Medical  Ethics  when  treating  their 
patients  and  that  psychiatrists  pay 
particular  attention  to  the  Principles  of 
Medical  Ethics  with  Annotations  Espe- 
cially Applicable  to  Psychiatry. 

© That  the  policy  which  deals  with  the 
refreshing  of  recollections  by  hypnosis  be 
reaffirmed. 


Violence  in  America 

The  House  adopted  a number  of  policies 
related  to  the  epidemic  of  violence  in 
America: 

© That  the  AMA  working  with  the  AMA 
Alliance,  continue  its  leadership  role  in 
bringing  physicians  and  other  profes- 
sionals and  their  organizations  into 
collaborative  efforts  to  prevent  and 
reduce  family  violence  in  our  society  and 
continue  to  make  family  violence  a 
centerpiece  public  health  issue  for  the 
federation  and  devote  the  necessary 
resources  to  support  a continuing 
campaign  to  reduce  family  violence.  The 
Board  was  asked  to  review  the  recom- 
mendations from  the  work  groups  from 
the  ABA-AMA  National  Conference  on 
Domestic  Violence  held  in  March  1994. 

© That  the  AMA  support  the  efforts  of  the 
International  Association  for  Healthcare 
Security  and  Safety,  the  AHA,  and  the 
JCAHO  to  develop  guidelines  or  stan- 
dards regarding  hospital  security  issues 
and  recognize  these  groups’  collective 
expertise  in  this  area.  As  standards  are 
developed,  the  AMA  will  ensure  that 
physicians  are  advised. 

© That  the  AMA  encourage  physicians  to 
work  with  their  hospital  safety  commit- 
tees to  address  the  security  issues  within 
particular  hospitals  and  also  encourages 
physicians  to  become  aware  of  and  be 
familiar  with  their  own  institution’s 
policies  and  procedures. 
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© That  the  AMA  urge  that  hospital  safety 
committees  include  physicians  and  that 
emergency  departments  be  recognized  as 
high  risk  environments  for  violence  and 
submit  a report  on  guns  in  hospitals  at  1-94. 
© That  the  AMA  urge  the  entertainment 
industry  to  make  fundamental  changes  in 
the  rating  system,  which  will  give 
consumers  more  precise  information  about 
violent  and  sexual  content  of  motion 
pictures,  television  and  cable  television 
programs,  and  other  forms  of  video  and 
audio  entertainment,  thereby  enabling 
consumers  to  make  more  meaningful 
decisions  for  themselves  and  their  children 
about  what  they  view  or  hear. 

© That  the  AMA  urge  consideration  be  given 
to  the  potential  development  of  a 
Television  Violence  Code  with  input  from 
the  government,  the  television  industry, 
and  the  public,  including  the  medical 
profession,  to  address  issues  relating  to  all 
television  violence,  including  news  reports 
and  entertainment. 

® That  the  AMA  work  with  the  entertain- 
ment industry  and  other  groups  interested 
in  reducing  violent  content  of  media 
programming,  to  incorporate  age  classifi- 
cations into  the  ratings  system  that  reflect 
scientifically  demonstrated  developmental 
periods  during  childhood  and  adolescence 
such  as  3-  to  7-year-olds,  8-  to  12  year-olds, 
and  13-  to  17-year-olds. 

© That  the  AMA  urge  the  entertainment 
industry  to  develop  a uniform  ratings 
system  that  is  easy  for  consumers  to 
understand  and  which  can  be  applied 
across  existing  and  future  entertainment 
technologies. 

© That  the  AMA  urge  physicians  to  counsel 
parents  about  the  known  effects  of  media 
violence  on  children’s  behavior  and 
encourage  them  to  reduce  the  amount  of 
violent  programming  viewed  by  their 
children. 

Managed  Care  Fairness 

The  Hospital  Medical  Staff  Section  and  the 
delegations  from  Ohio  and  Texas  introduced 
resolutions  addressing  the  many  problems 
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associated  with  physicians  practicing  in 
managed  care  plans.  The  Reference  Committee 
reported  that  these  resolutions  received  strong 
support  from  those  who  testified. 

The  House  adopted  the  following  policy 
statement: 

A.  That  the  AMA  continue  to  advocate  for  the 
enactment  of  state  and  federal  laws  and 
regulations  that  would  provide  for  patient 
protections  and  physician  fairness,  includ- 
ing: 

© permitting  physicians  to  negotiate 
individually  and  collectively  with 
managed  care  organizations  on  the 
terms  and  conditions  of  physician 
participation  in  a managed  care 
organization’s  health  benefit  plans. 
© providing  for  formal  input  by 
practicing  physicians  in  the  develop- 
ment and  refinement  of  the  medical 
policies  of  a managed  care  organiza- 
tion, especially  those  policies  related 
to  physician  credentialing,  perfor- 
mance review,  and  utilization  man- 
agement. 

© requiring  managed  care  organiza- 
tions to  disclose  all  participation 
requirements  and  selective  contract- 
ing criteria  to  applying  physicians. 

© requiring  managed  care  organiza- 
tions to  provide  due  process  to 
physicians  in  all  adverse  selective 
contracting  decisions. 

B.  That  the  AMA  continue  to  encourage  all 
state  medical  associations  and  national 
medical  specialty  societies  to  advocate 
vigorous  support  of  the  “Patient  Protection 
Act”  (HR  4527). 

Conclusion 

AMA  House  meetings  provide  a unique 
educational  opportunity  and  I would  encour- 
age you  to  attend  and  participate.  Any  member 
of  the  AMA  may  present  testimony  at  the 
Reference  Committee  hearings  and,  of  course, 
corridor  discussions  on  the  issues  provide 
ample  opportunities  to  get  your  views  across. 

If  you  cannot  come  to  the  meeting,  you  can 
still  be  represented  through  your  delegate.  Let 
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your  delegation  know  your  opinions.  You  can 
also  prepare  a resolution  and  request  that  it  be 
submitted  to  the  AMA  House  of  Delegates. 
Your  delegates  know  how  to  best  carry  forth 
your  point  of  view. 


ing  disorder.  Put  thanks  to  -the 
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American  Lto  Association's  work,  more 


youngsters  like  her  make  it  to  live 
full  lives.  And  become  what  they  were 


always  meant  to  be.  A real  handful. 
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Are  Mammography  Issues  Murky? 
I Think  Not 


Susan  Barnes,  MD 


We  have  been  plagued  for  months  now  in 
both  medical  literature  and  by  the  news 
media  and  popular  press.  Who  should  have 
mammography?  Who  should  not  have 
mammography?  Who  should  be  screened? 
Surely,  if  you  have  not  asked  yourself  these 
questions,  your  patients  have. 

Breast  cancer  is  the  most  common  cancer 
of  women  and  the  second  leading  cause  of 
cancer  death.  Nearly  25  percent  of  all  deaths 
from  breast  cancer  occur  in  women  whose 
diagnoses  are  made  while  they  are  in  their 
40s. 


Mammography,  in  conjunction  with 
breast  self-examination  and  physical  exami- 
nation, have  remained  at  the  forefront  of 
breast  care,  and  with  good  cause.  Breast 
cancer  is  detected  by  palpation  of  an 
abnormality,  visual  detection  of  an  abnor- 
mality, or  both.  We  will  direct  ourselves  to 
visual  detection  for  the  purpose  of  this 
editorial.  Our  gold  standard  is  mammography. 
Our  disease  is  not  one,  but  a collection  of 
disease  entities,  relentlessly  on  the  rise.  In 
less  then  10  years,  we  have  watched  the 
statistics  change  from  one  in  11  to  a 
frightening  one  in  eight. 

For  many  years,  most  of  us  have  followed 
the  guidelines,  as  set  by  the  major  medical 
organizations  including,  the  American  Can- 
cer Society,  American  College  of  Radiology 
and  American  Academy  of  Family  Physi- 
cians: 

Age  group  Recommendation 


35  - 40 
40  - 49 

50  + 


One  baseline  mammogram 
A mammogram  every  one  or 
two  years 

A mammogram  every  year 


In  recent  times,  we  have  been  asked  to 
reconsider  these  guidelines,  particularly  in 
the  less  than  50-year-old  group.  One  of  the 
most  recent  challenges  to  the  guidelines 
comes  from  the  Canadian  National  Breast 
Screening  Study.  The  results  released 
suggest  that  there  is  no  benefit  to  screening 
procedures  in  that  group.  However,  the  data 
is  felt  by  many  to  be  premature.  The  study 
has  not  been  carried  out  for  a long  enough 
period  of  time  for  conclusions  to  be  drawn  in 
this  disease  entity.  Second,  the  experimental 
technique  has  been  seriously  questioned  by 
many  experts  in  the  field  of  mammography.  I 
think  that  we  have  no  choice  but  to  wait  until 
conclusions  can  be  appropriately  drawn  on 
the  completed  study,  and  then  see  where  we 
stand.  Additionally,  the  recently  released 
statement  by  the  NCI  with  regard  to  a 
limiting  screening  under  the  age  of  50  has 
been  of  great  debate.  The  NCI  went  through 
with  its  guideline  change  even  though  its 
National  Cancer  Advisory  Board  voted 
against  dropping  the  currently  followed 
recommendations  by  14  to  1.  They  reached 
this  conclusion  based  on  the  lack  of  statistical 
data  with  regard  to  this  age  group.  They 
refused  to  let  the  weight  of  incidental 
evidence  of  benefit  get  in  their  way.  In 
contradiction,  their  revision  supports  the 
continued  use  of  breast  self-examination  and 
clinical  examination  despite  the  lack  of 
studies  in  the  under  50  age  group  to  support 
these  practices.  I fail  to  see  the  wisdom  of 
generating  a change  in  our  standard  of  care 
based  on  this  train  of  thought. 

Perhaps  what  the  medical  community 
has  practiced  for  years  is  not  the  issue.  Did 
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political  motives  sway  the  NCI’s  way  of 
thinking?  It  coincides  with  the  Clinton 
Health  Care  Plan  quite  nicely.  Perhaps  the 
political  pressure  to  reduce  health  care  cost 
has  been  the  mother  of  invention  here. 

Many  groups  have  voiced  their  opposi- 
tion to  the  change,  and  urge  women  to  follow 
the  existing  guidelines.  These  groups  feel 
that  the  changes  may  leave  women  puzzled 
about  the  benefits  of  mammography  and  may 
put  them  at  unacceptable  risk.  They  feel  that 
the  insurance  companies  will  take  this 
opportunity  to  drop  reimbursement  for  this 
study  and,  therefore,  leave  the  poorer 
segment  of  the  population  at  greater  risk.  We 
cannot  afford  to  confuse  the  real  issue  of 
health  care  costs  with  the  real  benefits  of 
mammographic  screening,  particularly  in 
the  minds  of  the  women  who  will  be  affected. 

Perhaps  more  studies  should  be  per- 
formed on  the  less  than  50  age  group. 
Perhaps  that  would  help  us  to  know  the 
benefit  of  mammography  in  this  age  group. 
At  this  writing,  however,  the  word  is  not  in.  I, 
therefore,  see  no  logical  reason  to  stop 
offering  mammography  to  this  group. 
Withdrawing  mammography  screening  could 
be  viewed  as  malpractice  in  a society  where  it 
has  been  the  standard  of  care  for  many  years. 

If  we  change,  let  it  be  based  on  irrefutable 
scientific  data.  If  we  can  do  better  with  some 
other  approach  to  this  deadly  disease,  I hope 
that  I will  be  among  the  first  to  be  persuaded. 
Currently,  I am  not  persuaded.  I have  not 
seen  any  data  that  tells  me  to  offer  less 
screening  when  we  have  been  providing  it  for 
years.  In  a disease  that  has  reached  epidemic 
proportions,  I fail  to  see  the  wisdom  of 
withdrawing  screening.  The  real  need  is  for 
better  and  earlier  detection  and  research  in 
those  arenas.  Until  we  know  more,  I cannot 
withhold  the  only  tools  we  have  to  offer. 

Let  us  change  policy  based  on  the  best 
medical  information  we  can  gather.  We  need 
the  patience  to  work  each  study  through  to 
its  conclusion.  We  cannot  afford  to  jump  on 
political  band  wagons  or  jump  to  draw 
conclusions  from  data  that  will  not  be  in  for 
years.  There  are  no  quick  and  easy  solutions 
to  be  had. 
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A New  DMJ  Feature 


With  this  issue,  we  start  a new  feature  called 
“Working  for  You.”  It  is  a brief  listing  of  the 
programs  and  activities  of  the  Medical 
Society  of  Delaware  (MSD)  written  by  Laurel 
Haring,  who  is  the  managing  editor  of  the 
Delaware  Medical  Journal  and  also  in 
charge  of  the  Continuing  Medical  Education 
(CME)  programs  of  the  MSD.  Thus,  she  is 
pretty  much  in  the  center  of  things  and 
potentially  aware  of  everything  going  on  at 
1925  Lovering  Avenue.  We  are  going  to  take 
steps  to  push  her  more  into  the  center  of 
things,  and  those  of  you  who  know  her  know, 
she  may  need  to  be  pushed  into  the  limelight. 
Although  very  competent  and  effective,  she 
is  a bit  shy  and  self  effacing.  Those  of  you  who 
are  actively  involved  in  the  work  of  the  MSD 
can  help  by  making  her  aware  of  the  work 
you  and  your  committee  are  doing. 

But  is  this  really  necessary?  Those 
involved  in  the  work  of  the  Society  are  pretty 
well  aware  of  most  of  the  active  programs. 
But  sadly,  most  of  you  are  not  involved  and 
do  need  a column  like  this. 

Ten  to  20  years  ago  most  doctors  in 
Delaware  did  not  need  to  be  advised  of  the 
work  of  the  MSD.  Those  were  the  days  when 
malpractice  insurance  was  difficult  if  not 
impossible  to  find  — at  any  price.  The  MSD 
persuaded  PHICO  to  offer  insurance  in 
Delaware  to  any  and  all  members  in  return 
for  almost  exclusive  access,  and  Delaware 
doctors  flocked  to  join  MSD  and  buy  the 
insurance.  A few  years  later,  when  the  crisis 
was  over,  some  of  the  companies  that  had 
pulled  out  without  a backward  glance,  came 
back,  undercutting  the  one  that  had  saved 
us.  Where  was  our  loyalty?  Gone,  like  theirs 
had  been  a few  years  previously. 

Now,  once  again  we  are  faced  with  a 
professionwide  problem,  only  this  time  not  so 
overt  and  immediate,  although  perhaps 
several  fold  more  dangerous  in  the  long  run. 
I’m  talking  health  care  (financing)  reform. 
Most  of  those  on  the  Board  of  Trustees  and 
major  committees  feel  a sense  of  urgency  and 
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imminent  danger  to  the  doctor/patient 
relationship  we  have  known.  I have  written 
and  I personally  believe  that  the  profession 
will  always  exist  and  will  always  be 
gratifying.  But  clearly  the  development  of 
the  optimum  system  requires  the  active 
participation  of  all  of  us.  We  need  to  be 
knowledgeable  and  to  get  it  all  together,  not 
hide  behind  excuses  and  rationalizations. 
And  as  much  as  we  take  pride  in  our  ethical/ 
moral  positions,  here  we  have  20  percent  of 
the  doctors,  who  do  not  belong  to  the  MSD, 
getting  a free  ride  on  the  backs  of  80  percent 
who  do.  Here  we  have  the  MSD  paying  the 
costs  of  a CME  program  unique  in  the  U.S.  in 
that  there  is  traditionally  little  or  no  charge 
for  most  Category  I programs  in  the  state, 
and  the  MSD  keeps  a running  tab  on  your 
credits  for  you.  Ask  your  classmates  and 
colleagues  in  other  states  if  they  have 
anything  remotely  resembling  that.  Here  we 
have  a Physicians’  Health  Committee  for 
impaired  physicians,  paid  for  by  the  MSD 
and  run  at  great  personal  sacrifice  by  a 
handful  of  our  colleagues.  Yet  if  you  need 
them  they  do  not  ask  if  you  are  a member  or 
not.  We  have  a most  active  and  effective 
political  programs,  identifying  and  tracking 
legislation  that  potentially  impacts  every 
doctor  in  the  state.  To  quote  Winston 
Churchill,  after  the  RAF  won  the  battle  for 
the  skies  over  England  in  World  War  II, 
“Never  have  so  many  owed  so  much  to  so 
few.” 

The  least  we  on  the  Journal  staff  can  do 
is  call  your  attention  to  the  things  that  are 
being  done.  You  should  volunteer  and 
participate.  Maybe  we  should  periodically 
list  the  names  of  the  doctors  who  do  not 
belong  to  MSD,  those  getting  the  free  ride. 
You  will  be  amazed  and  dismayed  at  some  of 
names  on  that  list  --  some  who  feel  free  to 
complain,  but  unwilling  to  join  their 
colleagues  in  doing  something  about  it. 
Maybe  the  greatest  service  you  can  do  is  to  go 
to  work  on  them  to  persuade  them  to  join. 

E.  Wayne  Martz,  MD 


WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 


Of 


VIP 

Vendor 

Spotlight 


STT  Computer  Services,  Inc. 


STI  Computer  Services  is  a VIP  'Preferred' vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 


Corporate  Office: 


Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 


Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 
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and  Enthusiasm. 


At  VNA,  we  know  a comfortable  environment  for 
rehabilitation  can  inspire  people  who  are  working 
to  get  back  on  their  feet  again.  And  this  knowledge  has  inspired  us  to  provide  you  with 
Specialty  Care  Services , such  as  rehabilitation,  in  the  very  best  environment  possible.  Home. 
In  addition,  we  offer  you  highly  specialized  home  health  care  in  other  areas,  including 
I.V.  Therapies,  Oncology,  HIV/AIDS,  Obstetrics,  Neonatology  and  Pediatrics.  So  after  you’re 
discharged  from  the  hospital,  VNA’s  skilled  professionals  will  help  you  hit  the  ground  running. 

Which,  in  turn,  will  help  put  you  on  the  road 
to  recovery.  Call  (302)  323-82 00  for  more  information... 
we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 


MSD  Monthly  Activities 


Working  for  You 
July  1994 


In  response  to  many  members’  question, 
“Just  what  does  the  MSD  staff  and 
leadership  do?”  the  Delaware  Medical 
Journal  is  instituting  this  new  feature,  “MSD 
Monthly  Activities.”  Each  month  we  will 
describe  how  your  MSD  staff  and  leadership 
are  serving  you.  It  is  hoped  that  this  will  help 
increase  awareness  of  how  involved  your 
state  medical  society  is  on  your  behalf. 
Leadership  Activities 

Thomas  J.  Maxwell  MD,  Michael  J. 
Bradley  DO,  Anthony  L.  Cucuzzella  MD, 
Stephen  R.  Permut  MD,  and  Mark  A. 
Meister  met  with  senior  management  at 
DuPont  and  Aetna  to  discuss  the  Aetna 
Health  Plan. 

Thomas  Maxwell  MD,  Michael  Bradley 
DO  and  Mark  Meister  met  with  the 
president  and  executive  director  of  the 
Health  Care  Providers  Association  of 
Delaware  to  discuss  the  Society’s  ongoing 
involvement  in  that  organization. 

Stephen  Permut  MD  presented  the 
Society’s  combined  health  care  reform 
proposal  to  the  Downtown  Wilmington 
Rotary  Club. 

Board  of  Trustees  Activities 

Agreed  to  proceed  with  Phase  II  of  the 
MSDIS  “Watson  Project.” 

Plans  to  support  the  Health  Care 
Providers’  Association  with  a $5,000 
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contribution. 

Will  proceed  with  implementation  of  a 
new  MSD  group  health  insurance 
program  effective  January  1,  1995. 
Accepted  the  recommendation  of  the 
Committee  on  Aging  regarding  develop- 
ment of  a speakers’  bureau  to  present 
health  education  programs  for  the  aging 
population. 

Legislative  Activities 

Offered  congressional  delegation  the 
opportunity  to  meet  with  the  Society’s 
leadership  to  discuss  health  care  reform 
proposal  currently  pending  in  Congress. 

Prepared  1993-1994  legislative  summary 
(list  and  status  of  all  health-related 
legislation  during  the  last  two  years)  and 
sent  it  to  the  Society’s  Trustees,  the 
Public  Laws  and  Legislative  Action 
Committees,  and  the  DELPAC  Board. 
This  summary  will  be  included  in  a 
future  issue  of  the  Journal. 

Held  meeting  for  MSD  and  MSD  Alliance 
representatives  to  discuss  coordinating 
legislative  programs  and  organizing  the 
political  candidate  survey/interviewing 
project. 

Planned  for  Candidates’  Night,  to  which 
all  members  of  the  Society  will  be  invited, 
and  for  individual  interviews  with 
candidates  for  US  Senate  and  House  and 
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MSD  Monthly  Activities 


Delaware  attorney  general.  Candidates’ 
Night  will  feature  candidates  for  US 
Senate  and  House  of  Representatives  and 
for  Delaware  offices  of  attorney  general, 
treasurer  and  auditor. 

Met  with  MSD’s  legislative  specialist  and 
consultants  to  discuss  the  1994  legisla- 
tive session. 

Physicians’  Advocacy  Program  Activi- 
ties 

Maintained  ongoing  communication  with 
Blue  Cross  Blue  Shield  and  various 
members  concerning  specific  questions 
relating  to  the  new  contract. 

Created  a structure  for  reviewing 
insurance  contracts. 

Worked  in  conjunction  with  other  state 
medical  societies  and  the  AMA  to  win 
lipid  panel  overpayment  appeal.  MSD 
members,  with  guidance  from  the 
Medical  Society,  were  able  to  participate 
in  a consolidated  appeal. 

Continued  working  with  MSD’s  legal 
counsel  regarding  insurance  carriers’ 
attempt  to  impose  fee  schedules  on 
medical  services  provided  in  Delaware. 

Gave  a presentation  on  the  Physicians’ 
Advocate  program  at  the  Sussex  County 
Medical  Society’s  quarterly  meeting. 

Conducted  two  on-site  consultations  for 
physician  offices. 

Answered  various  inquiries  from  physi- 
cians and  their  staffs  (i.e.,  accounts 
receivable  management,  personnel  is- 
sues, questions  regarding  third-party 
carriers). 

Administrative  Activities 

Assisted  the  general  public  and  members 
with  questions  about  such  issues  as 
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medical  record  disposition  and  location, 
complaints  about  physicians,  physician 
retirement  issues,  releasing  patients 
from  practice,  and  physician  referrals. 

Met  with  Stellimann  Kaissey,  Ltd., 
representatives  to  discuss  updating  the 
Society’s  computer  software. 

Publications  Activities 

Released  the  1994-1996  edition  of  the 
pictorial  roster  to  the  printer;  will  be 
available  in  September. 

Voluntary  Initiative  Program  Activities 

Referred  107  Medicaid  patients  to  VIP 
participating  physicians. 

Met  with  Jim  Gill  MD  and  his  associate  to 
discuss  and  plan  for  research  project/ 
evaluation  study  of  VIP. 

Continuing  Medical  Education  Activi- 
ties 

Sponsored  13  educational  activities  for 
Category  1 credit. 

Met  with  representatives  of  the  Univer- 
sity of  Delaware’s  continuing  education 
and  statewide  programs  representatives 
to  discuss  distance  learning  technology. 

Major  Meetings 

Delaware  Health  Care  Commission 
Bristol-Myers  Squibb  Health  Care  Re- 
form Forum 

Prison  Health  Committee 
Physicians’  Health  Committee 
Delaware  Health  and  Social  Services 
Medical  Care  Advisory  Committee 
Board  of  Trustees 
Medicine  and  Religion  Committee 
MSDIS  Board  of  Directors 
Psychiatric  Society  of  Delaware 
Pharmacy  Committee 
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Can  Your  Patients 
Afford  Anything  Less  Than 

meiluili  Quality 
Pap  Smears? 

• Less  than  one  week  turnaround  time  for  normals 

• Only  ASCP-  Certified  Cytotechnologists  on  staff 

• Cytotechs  limited  to  a maximum  of  1 00  slides  per  day; 
a long-standing  policy  at  Medlab 

• Two  full-time  clinically  experienced  Board-Certified 
Pathologists  on  staff 

• Mayo  Medical  Laboratory  the  reference  laboratory  for 
the  Mayo  Clinic , available  for  consultations  on  difficult 
cases  at  no  additional  charge 

• Surgipath®  Pap  smear  organizer  available  at  no 
additional  charge 


For  further  information  please  contact  our  Marketing  Department  at  (302)  655-LABS  in 
Newcastle  County,  or  1-800-MEDLAB-l . Or  write  to:  MEDLAB  Clinical  Testing  Inc.,  PO.  Box  10770, 
Wilmington,  DE  19850-0770. 


CLINICAL  TESTING  INC. 


...BECAUSE  QUALITY  IS  ESSENTIAL 


WOMENS  IMAGING  CENTER 


MAMMOGRAPHY 


OB-GYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*Affiliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J 2 4-2 6 Omega  Drive 
new  ark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  8AM  - 8PM  • Sat.  8AM  - 1PM 


Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Annina  nicholas  Wilkes , M.D.  Michael  White , M.D. 

Susan  Barnes , M.D.  Christine  Dietrich , M.D.  Anthony  Scola,  M.D. 


Accredited  by  the  American  College  of  Radiology 


LETTERS  TO  THE  EDITOR 


Reflections  on  World  War  II 
A Supplement 

The  positive  response  of  the  readers  to  Part  I 
of  “Reflections”  has  been  a most  gratifying 
experience  for  the  author.  In  the  numerous 
notes,  letters,  phone  calls  and  personal 
contacts  to  the  Journal,  as  well  as  to  the 
author,  many  questions  were  posed  to  the 
point  where  the  editor  requested  this 
supplement  to  broaden  the  knowledge  of  the 
readers  in  explanation  of  the  development  of 
Part  I and  in  preparation  for  Part  II. 

To  the  author  the  most  frequently  asked 
question  was  why  Dr.  So-In-So  was  not 
included,  or  why  the  exploits  of  Dr.  What’s- 
His-Name  were  not  described?  The  answers 
to  these  questions  are  complex,  yet  in  many 
instances  quite  simple. 

Most  often  we  did  not  know  that  the 
doctor  served  in  WW  II  or  performed 
noteworthy  service.  The  inquiry  however 
served  the  basic  premise  of  the  paper  to 
identify  and  then  report  on  the  service  of 
Delaware  doctors  in  WW  II.  Learning  of 
these  veterans  sets  the  stage  to  pursue  them 
to  obtain  their  stories.  Next  in  frequency  was 
the  fact  that  the  doctor  was  deceased.  For 
most  of  these  we  do  not  have  their  obituaries 
nor  any  record  of  the  surviving  spouse  or 
children.  Following  the  publication  of  Part  I 
many  identifications  have  been  made  and  are 
being  pursued. 

Most  importantly,  participation  is  volun- 
tary. War-time  service  is  a very  personal 
thing.  Even  50  years  later  some  individuals 
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just  do  not  want  to  talk  about  it.  The  research 
and  the  personal  interviews  frequently 
become  very  sensitive  and  it  is  not  unusual  in 
these  interviews  that  both  the  interviewee 
and  the  interviewer  become  choked-up. 

Many  leads  concerning  military  service 
are  obtained  from  period  newspaper  clip- 
pings. Reading  this  information  would  lead 
one  to  believe  that  the  individual’s  military 
service  was  quite  significant.  However,  the 
veteran  doctor  in  his  response  or  in 
completing  the  questionnaire  claims  the 
event  to  be  insignificant  and  provides  no 
further  details.  Also  in  many  instances, 
subsequent  generations  did  not  appear  to 
think  of  this  military  service  as  important 
and  therefore  kept  few  of  their  parent’s 
records. 

The  system  of  research  employed  by  the 
author  was  the  development  of  an  initial  list 
of  doctor  WW  II  veterans.  This  list  was 
generated  by  personal  knowledge,  letters  to 
each  of  the  hospitals  in  the  State  along  with 
meetings  and  correspondence  with  known 
physician  veterans,  some  of  whom  are  listed 
in  the  Part  I “Acknowledgements.”  Secondly, 
all  the  Delaware  Medical  Journals  for  the 
period  1939-1946  were  reviewed.  Subse- 
quently, all  Journals  from  1947  to  date  have 
been  screened.  Lastly,  spontaneous  calls  and 
letters  identified  additional  names  for  the 
list  as  individuals  learned  of  the  effort. 

With  the  list  in  hand,  two  notices  with  a 
questionnaire  to  be  completed  and  returned 
were  published  in  the  Medical  Society 
newsletter  ( MSDNews ).  The  January  1944 
MDSNews  included  the  full  list  to  date.  For 
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those  on  the  list  who  did  not  respond  to  the 
notice,  individual  questionnaires  were  sent 
to  those  with  known  addresses.  Each 
individual  identified  receives  at  least  two 
inquiries  about  their  WW  II  service. 

As  a minimum,  to  create  a portrait  of  a 
veteran’s  service,  a completed  questionnaire 
along  with  the  individual’s  Form  214 
(Certificate  of  Service)  or  equivalent,  sup- 
ported by  some  anecdotal  information  is 
needed.  Most  important,  for  purposes  of  the 
Journal  as  the  most  important  feature  of 
Part  1,  is  the  need  for  photographs. 

As  stated  in  Part  1,  the  objective  of  this 
effort  is  to  tell  the  story  of  all  Delaware 
doctors  who  served  in  the  armed  services  of 
the  United  States.  The  doctors  who  may  have 
served  performing  induction  physicals  in  the 
United  States  fulfilled  an  essential  and 
necessary  role  for  the  war  effort  but  without 
the  recognition  afforded  to  those  overseas  or 
with  combat  troops.  No  one’s  contribution 
was  insignificant,  they  did  what  they  were 
asked  to  do  — and  they  did  it  well. 

With  this  supplement  you  will  find  the 
list  to  date.  You  will  note  in  well  over  half, 
help  is  needed  as  we  have  insufficient  basic 
information.  The  questionnaire  is  also 
included.  Though  we  are  currently  stressing 
World  War  II,  those  of  you  who  served  in 
Korea,  Vietnam,  Somalia  or  elsewhere 
during  peace  or  war;  or  who  served  in  any  of 
the  Reserve  Components,  please  if  you  have 
not  already,  complete  and  return  the 
questionnaire.  We  want  to  tell  your  story  too. 

William  H.  Duncan,  MD 


Health  Care  Is  Coming  Home 

As  Visiting  Nurse  Association  of  Delaware 
(VNA)  embarks  on  its  72nd  year  of  service, 
pending  health  care  reform  presents  new  and 
bold  challenges  to  the  organization  and  the 
home  care  industry.  Nationally,  home  health 
care  has  grown  by  20  percent  over  the  last 
five  years.  Our  71  years  of  experience  tells  us 
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that  home  health  care  is  one  of  the  few  areas 
with  a clear  potential  for  excitement  and 
growth  during  the  coming  decades.  VNA 
believes  that  every  person  in  our  nation  is 
entitled  to  a consistent,  uniform  set  of 
minimum  health  care  benefits.  This  benefit 
package  must  include  home  health  care  as  an 
integral  part  of  health  care’s  full  spectrum. 

Much  of  today’s  high-tech  equipment 
didn’t  exist  when  insurance  companies  added 
home  care  benefits  to  their  health  care  plans. 
Consequently,  today’s  coverage  often  does 
not  extend  to  procedures  and  treatments  that 
can  now  be  easily  provided  at  home.  Business 
& Health  reports  that  “due  to  advances  in 
medical  technology,  many  patients  can  now 
be  safely,  effectively  and  less  expensively 
treated  at  home.  They  include  infants  born 
with  breathing  and  feeding  problems; 
patients  with  neurological  disorders;  those 
requiring  intravenous  antibiotic  therapy; 
patients  requiring  respiratory  support;  and 
people  with  AIDS.”  Chemotherapy  and  pain- 
killing drugs  can  also  be  safely  administered 
at  home  , making  home  care  possible  for  many 
cancer  patients. 

Home  health  care  offers  tremendous 
value.  The  cost  of  home  care  provides 
decisive  justification  for  comprehensive 
home  care  benefits  in  a health  reform  plan. 
Historical  data  indicates  that  home  care,  on 
average,  can  be  provided  at  roughly  one  third 
the  cost  of  hospital  care.  Aetna  Life  & 
Casualty  reports  that  in  1991,  the  annual 
cost  of  providing  nutritional  infusions  for  a 
patient  at  home  averaged  $9,000,  compared 
to  $23,670  in  the  hospital. 

In  the  future,  home  health  care  reim- 
bursement must  cover  a core  package  of 
short-term  acute  care,  long-term  chronic 
care  and  care  for  the  terminally  ill. 
Additionally,  reform  measures  must  include 
a greater  focus  on  preventative  care  and 
patient  education. 

On  the  whole,  Americans  have  embraced 
the  concept  of  home  health  care  services. 
Home  health  care  is  not  limited  to  the  needs 
of  the  elderly.  Nearly  49  percent  of  those  who 
have  used  home  health  care  services  needed 
them  because  of  a serious  disease  or  medical 


Del  Med  Jrl,  September  1994,  Vol  66  No  9 


Letters  to  the  Editor 


condition.  Nine  out  of  10  believe  that  health 
care  insurance  should  reimburse  the  costs  of 
home  health  care.  The  business  community 
also  views  home  care  positively.  According  to 
a Foster-Higgins  study  of  health  care 
benefits,  most  large  employers  have  a 
provision  for  home  health  care  and  74 
percent  of  businesses  currently  offer  some 
kind  of  home  health  care  coverage. 

In  conclusion,  we  look  forward  to  a 
partnership  with  physicians  and  the  health 
care  community  in  the  re-engineering  of  our 
state  and  regional  health  care  delivery 
system;  one  that  values  bringing  health  care 
home. 

Richard  J.  Cherrin 
Chief  Operating  Officer 
Visiting  Nurse  Association  of  Delaware 


An  Appreciation  for 
Dr.  DeCherney  Obituary 

I read  your  beautiful  obituary  about  Dr. 
DeCherney.  He  was  truly  a giant  in  his  time, 
but  at  the  same  time,  a caring  and 
compassionate  physician.  He  might  have 
received  many  awards  and  many  honors,  but 
the  best  of  all  was  what  his  patients  felt 
about  him  — a great  friend.  As  you  stated,  his 
patients  loved  him  because  he  loved  them.  I 
can  never  forget  his  firm  but  kind  and 
reassuring  voice.  Let  me  join  you  in  thanking 
Dr.  DeCherney  for  all  the  good  years  I have 
known  him. 

Jay  Kumar,  MD 


Update  of  School  Health 
Talks  Program,  1994 

This  program  has  now  ended  its  fifth  school 
year.  Since  September  1991  it  has  been  an 
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official  project  of  the  Medical  Society  of 
Delaware,  under  the  name  of  “Physicians 
and  Educators  for  Improved  Student  Health.” 
Laurel  A.  Haring,  director  of  professional 
education  and  community  affairs  of  the 
Medical  Society  of  Delaware  has  been 
serving  as  administrative  coordinator.  She 
has  been  doing  an  excellent  job  of  matching 
teachers  and  physicians.  Dr.  David  Platt  has 
been  serving  as  medical  coordinator,  respon- 
sible for  writing  new  talks,  securing 
appropriate  videotapes,  and  fielding  prob- 
lems. Dr.  Ilona  T.  Szucs  of  Milford  is  the 
medical  coordinator  for  Kent  and  Sussex 
Counties. 

Originally  nine  subjects  were  suggested 
to  be  presented  to  classroom-size  groups  in 
New  Castle  County  public  schools.  The 
teachers  were  invited  to  request  any  other 
topics  they  thought  needed.  To  date  there  are 
27  topics,  and  the  list  will  continue  to  grow. 

Talks  were  originally  scheduled  from 
ninth  through  12th  grades.  At  the  request  of 
the  teachers,  they  were  extended  gradually 
down  to  first  grade.  From  the  questions 
asked  us  by  the  younger  students,  we  are 
convinced  that  the  teachers  are  judging  the 
need  correctly. 

The  classroom  presentation  consists  of  a 
10-  or  15-minute  segment  of  a videotape  on 
the  subject,  followed  by  an  informal  talk  of 
the  same  length,  and  ending  with  a question- 
and-answer  period.  We  invite  any  student 
who  has  a personal  problem  not  appropriate 
for  class  discussion  to  phone  directly  to  a 
participating  physician,  with  the  physician’s 
home  phone  number  written  on  the  class 
blackboard.  We  also  write  there  the  phone 
number  of  Tel-Med,  and  encourage  students 
to  use  that  resource  for  more  information  on 
the  topic  being  discussed. 

Beginning  September  1991,  the  program 
was  extended  to  Kent  and  Sussex  Counties 
and,  by  word  of  mouth,  to  the  parochial  and 
private  schools  of  Delaware.  At  the  begin- 
ning of  the  1992-1993  school  year,  we 
officially  invited  the  parochial  and  private 
schools  to  participate,  and  they  did. 

Although  participation  by  schools  earlier 
was  excellent,  more  recently  it  has  fallen  off. 
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It  is  dependent  on  requests  of  individual 
teachers  for  talks;  it  has  been  disorganized  as 
to  subjects  wanted,  frequency  of  talks,  and 
class  grade.  At  some  schools  teachers  ask  for 
talks  often,  at  others  seldom  or  not  at  all. 
When  I discussed  this  with  some  of  the 
teachers,  they  told  me  that  they  are  under 
time  pressure  to  fit  these  talks  in  with  their 
mandatory  curriculum.  In  addition,  there  is 
competition  for  the  limited  time  available 
with  other  volunteers,  such  as  the  American 
Red  Cross,  American  Cancer  Society,  Planned 
Parenthood,  state  and  county  police  forces, 
etc.,  etc.  The  number  of  talks  given  in  our 
program  for  the  past  five  years  is  as  follows: 

1989- 1990  80 

1990- 1991  232 

1991- 1992  179 

1992- 1993  128 

1993- 1994  98 

Through  the  past  five  years  of  this 
program  it  has  become  increasingly  apparent 
that  the  messages  we  are  trying  to  bring  to 
the  students  are  received  far  better  in  an 
earlier  grade,  such  as  the  seventh,  than  they 
are  by  senior  high  school  students. 

In  an  attempt  to  better  restructure  this 
program,  on  February  8,  1994,  I wrote  to 
Governor  Carper  that  I had  noted  that  his 
recent  State  of  the  State  Address  had 
stressed  his  belief  that  the  students  of 
Delaware  need  at  an  early  age  more 
education  to  emphasize  family  values  and  to 
prevent  teenage  pregnancy.  I outlined  the 
Society’s  school  health  talks  program,  and 
suggested  that  it  be  adapted  specifically  to 
address  the  needs  cited  by  Governor  Carper, 
and  that  instead  of  being  a loose  program  of 
27  talks  waiting  for  individual  teacher 
request,  that  it  be  a structured,  integral  part 
of  the  curriculum  for  all  seventh  grade 
classes.  Subject  to  discussion  with  the 
curriculum  committee,  a proposed  list  of 
talks  might  be: 

• Smoking 

• Alcoholism 

• Drug  Abuse 

• STDs 

• AIDS 

• Sexual  Responsibility 
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• Date  Rape 

• Teen  Pregnancy 

• Teen  Suicide 

• Prevention  of  Violence 

On  April  5,  1994,  I amplified  this 
proposal  in  letters  to  Thomas  P.  Eichler, 
Secretary,  State  Department  of  Services  to 
Children,  Youth,  and  Their  Families,  and  to 
Pascal  D.  Forgione,  PhD,  State  Superinten- 
dent of  Public  Instruction.  In  response,  I was 
scheduled  to  appear  at  the  June  2,  1994, 
monthly  meeting  in  Dover  of  all  the  school 
district  superintendents  of  the  state  to 
present  the  proposal  for  approval.  Because  of 
crowded  agendas,  my  presentation  was  later 
postponed  to  August  4.  I have  recently  been 
informed  that  the  superintendents  will  be 
meeting  July  7 and  have  been  invited  to 
present  the  proposal  at  that  meeting. 

I am  hopeful  that  the  change  in  our 
program  will  be  approved.  If  it  is,  we  shall 
need  more  physicians  to  participate.  We 
know  that  your  participation  will  be 
personally  rewarding;  the  interchange  with 
students  is  very  satisfying.  The  question/ 
answer  segment  is  the  best  part  of  the 
program.  We  are  constantly  impressed  with 
how  much  the  students  know,  mixed  with  a 
good  amount  of  misinformation,  and  often 
with  a distorted  sense  of  values. 

Participation  will  not  be  difficult. 
Talks  will  be  scheduled  for  you  only  when 
and  at  what  frequency  and  on  what  subjects 
you  decide.  A videotape  and  an  outline  of  a 
suggested  talk,  to  be  modified  by  you  as  you 
see  fit,  will  be  supplied  to  you  for  each  topic. 
If  you  do  not  want  students  to  phone  you  at 
home  for  personal  problems,  you  will  be 
given,  to  write  on  the  blackboard,  the  name 
and  phone  number  of  another  physician  who 
has  volunteered  for  that. 

If  you  wish  to  participate,  or  if  you  want 
more  information  about  the  program,  please 
contact  Laurel  A.  Haring  in  the  MSD  office. 
The  phone  number  is  658-7596,  or  800/348- 
6800  in  Kent  and  Sussex  Counties. 

Please  volunteer.  The  students  need  you. 

David  Platt,  MD 
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Dietary  Calcium: 

A Craze  or  a Fraud? 

The  News  Journal  of  Thursday,  June  9,  1994, 
featured  on  its  front  page,  under  a half  inch 
headline  across  the  page:  “Study:  50%  of  U.S. 
Adults  need  more  calcium.” 

There  is  no  doubt,  no  dispute,  that  the 
growing  body  needs  calcium  for  its  growing 
bones.  This  is  not  true  for  adults,  for  the  aging 
and  the  aged.  The  North  American  diet  exceeds 
the  calcium  content  of  any  other  country  in  the 
world.  Yet,  the  U.S.  incidence  of  senile 
osteoporosis  is  as  high  as  elsewhere. 

Regardless  of  the  form  or  vehicle  in  which 
calcium  or  its  salts  are  administered,  the 
practice  is  utterly  useless  unless  calcium 
metabolism  is  being  monitored  for  each  and 
any  individual,  using  a low  dose  and  also  a high 
dose  of  radioactively  labeled  calcium.  Past 
studies  have  indicated  that  in  the  vast  majority 
of  adults,  calcium  passes  rapidly  and  appears 
in  the  urine  and  faeces.  Increased  resorbability 
may  enhance  the  process. 

Even  in  persons  with  a positive  calcium 
balance,  there  is  no  guarantee  that  the  calcium 
reached  the  desired  location,  the  individual’s 
bones.  The  steadily  increasing  frequency  of 
“hardened  arteries”  accompanied  by  angina 
pectoris  and/or  myocardial  infarction,  can  be 
largely  ascribed  to  calcium  intake,  added  to 
lack  of  estrogen.  Thus  a third  study, 
monitoring  the  pathways  of  calcium,  is 
imperative.  Without  it,  the  calcium  craze 
becomes  a fraud. 

The  information  that  brittle  bones  and 
fractures  cost  the  health  care  system  $10 
billion  a year,  can  be  matched  by  the  costs  of 
diagnosing  and  treating  the  adverse  effects  of 
calcium  overload. 

Having  held  in  my  days  five  professorial 
and  research  posts  at  medical  schools,  I am 
well  aware  of  the  glamour  and  advantages  of 
academic  posts  when  it  comes  to  publications 
and  publicity.  Thus,  I am  not  impressed  by  the 
title  and  posts  or  academia  of  the  chairman  of  a 
federal  committee  and  its  unscientific  recom- 
mendations on  dietary  calcium  intake. 

O.J.  Poliak,  MD 


PAPASTAVROS' 

ASSOCIATES 

MEDICAL  IMAGING 


Garth  A.  Koniver,  M.D.,  F.A.C.R. 
Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D. 
John  D.  McAllister,  II,  M.D. 
James  A.  Murphy,  M.D. 


• X-RAY  • MRI  SCANNING 

• ULTRASOUND  • ECHOCARDIOLOGY 

• NUCLEAR  MEDICINE  • MAMMOGRAPHY 

• STRESS  CARDIAC  IMAGING 

• SPIRAL  (SINGLE  BREATH  HOLD) 

CAT  SCANNING 


FULL  SERVICE  IMAGING  CENTERS 
LOCATED  AT: 


1701  Augustine  CutOff 
Suite  100 

Professional  Building  IV 
Wilmington,  DE  19803 


Drummond  Plaza 
Office  Park 
40  Polly  Drummond 
Hill  Road 
Newark,  DE  19711 


Other  Convenient  Locations 

1508  Pennsylvania  Avenue  655-4042 

2700  Silverside  Road  478-1100 

1805  Foulk  Road  475-8036 

420  Christiana  Medical  Center  368-3959 

1320  Philadelphia  Pike  792-2529 

1941  Limestone  Medical  Bldg.  992-0502 

1502  Delaware  Street,  New  Castle  328-1502 
2600  Summit  Bridge  Road  836-8350 

16  Omega  Drve  Bldg,  B-89  738-5500 

5317  Limestone  Road  239-9415 

550  Stanton-Christiana  Road  633-9910 
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PHYSICIAN 
FOLLOW  THROUGH 


Address 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


□ Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


■ 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


PRESIDENT’S  PAGE 


Any  Willing  Provider  Legislation  or  the  Patient  Protection  Act 

What  Do  We  Need? 


The  frequency  with  which  I am  asked  what  the 
Society  is  doing  to  advance  Any  Willing 
Provider  (AWP)  legislation  is  rapidly  increas- 
ing. No  surprise  here.  The  vulnerability  of  solo 
and  small  partnerships  to  exclusion  (or  the 
euphemism  “deselection”)  by  insurers  is  more 
obvious  and  more  common  every  day.  If  a 
particular  insurer  comprises  a significant 
portion  of  a practice,  removal  from  the  panel 
can  have  serious  financial  consequences. 
Likewise,  exclusion  from  a panel  that  covers  a 
significant  number  of  lives  in  a geographic  area 
may  prevent  a new  physician  from  establishing 
a practice,  or  an  existing  physician  from 
adapting  to  changing  demographics  or  insur- 
ance patterns. 

At  a national  meeting  recently  I heard  a 
physician/CEO  of  an  HMO  owned  and  run  by 
600  doctors  oppose  AWP  legislation,  stating  it 
would  damage  his  HMO.  Health  reform  plans 
often  oppose  AWP  on  the  grounds  it  would 
interfere  with  development  of  more  efficient 
systems  of  delivery.  These  arguments  against 
AWP  laws  would  make  some  sense  if  they 
applied  to  manufacturing  industries  in  a 
completely  open,  free-market  system.  How- 
ever, our  health  care  system  is  neither 
completely  open  nor  a free  market.  There  is 
government  involvement  in  the  form  of 
Medicare  and  Medicaid  and  anti-trust  regula- 
tions in  place  that  are  blatantly  anti-physician 
and  impede  the  formation  of  physician  groups. 

Health  care  is  the  ultimate  “service 
industry,”  and  certainly  among  the  most  labor 
intensive.  Buying  all  of  one’s  “widgets”  from  a 
single  manufacturer  does  result  in  lower  prices 
when  we  talk  about  something  manufactured, 
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where  economies  of  scale  are  important.  This 
fee  reduction  for  volume  guarantee  is  the  first- 
line  argument  insurers  use  against  AWP  (i.e. , 
insurers  insist  they  can’t  negotiate  lower  fees 
unless  they  limit  panels).  I see  two  weaknesses. 
One,  we  are  talking  about  one-to-one  physician/ 
patient  interactions,  not  a process  easily 
amenable  to  economies  of  scale.  Two,  if  fee 
reduction  is  the  insurers’  goal,  make  it  an  open 
process  for  bids  or  some  other  mechanism  on  a 
“level  playing  field.” 

Limiting  the  size  of  panels  gives 
insurers  more  control  over  the  physicians  who 
remain,  since  that  insurer  now  becomes  a major 
economic  force  in  those  practices.  Insurers  also 
wish  to  have  control  over  panels  for  a second, 
and  probably  more  important  economic  reason. 
Physician  fees  are  actually  only  a small  portion 
of  the  overall  cost  of  care,  and  insurers  are 
interested  in  retaining  physicians  with  the 
lowest  total  costs.  This  sounds  like  a valid 
argument,  but  presupposes  that  physicians 
cannot  change  practice  patterns.  In  fact, 
physicians  are  more  involved  in  continuing 
education  than  any  other  segment  of  our 
society,  and  are,  in  fact,  more  than  willing  to 
adapt  to  changing  patterns.  Excluding  physi- 
cians from  panels  based  on  prior  economic 
performance  is  obviously  unfair. 

When  I force  these  points,  a second  line 
of  reasoning  is  given.  They  wish  to  limit  panels 
to  monitor/maintain/improve  “quality.”  This 
might  be  a valid  point  if  any  of  us  knew  how  to 
assess  and  measure  quality,  but  we  don’t,  at 
least  not  yet.  In  the  same  vein,  exclusion  of  a 
few  “bad  apples”  is  sometimes  given  as  a reason. 
I believe  this  as  much  as  I do  the  plaintiffs’  bar 
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when  they  say  if  only  doctors  got  rid  of  a few  bad 
apples,  malpractice  would  go  away. 

Where  should  the  Medical  Society  of 
Delaware  stand  on  this  issue?  As  always  this  is 
a complex  question.  While  some  of  us  believe 
strong  managed  care  organizations  will  benefit 
health  system  reform,  we  also  feel  the  economic 
dislocations  brought  on  by  discriminatory 
exclusionary  policies  are  unfair  to  our 
physicians  and  probably  damaging  to  all 
Delawareans  in  the  long  run. 

The  Patient  Protection  Act  (PPA) 
sponsored  by  the  AMA  may  be  the  best  avenue 
to  focus  our  energy.  With  minimal  lobbying, 
several  congressional  plans  adopted  all  or  part 
of  the  PPA  because  it  does  have  quite  a few 
safeguards  for  patients  enrolled  in  managed 
care  organizations.  It  does  not  guarantee 
physicians  the  right  to  be  on  any  panel,  but  does 
allow  insurers  to  use  physician-developed 
criteria  to  determine  numbers  and  geographic 
distribution  of  physicians.  It  also  makes 
selection  criteria  available  to  all  physicians  and 
“deselection”  subject  to  due  process  controls.  On 
the  other  hand,  AWP  legislation  can  be 
attacked  as  a ploy  only  for  the  benefit  of 
“greedy”  doctors.  If  the  PPA  does  not  pass  in 
Congress,  we  should  sponsor  a similar  bill  in 
Dover  in  1995.  Copies  of  the  PPA  are  available 
from  the  AMA  or  MSD. 


Kgntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington.  Delaware 


Rehabilitation  Consultants,  Inc. 

“ Physical , Occupational  and  Speech  Therapy  since  1970” 


Siiverside  Road  Office 
Suite  105  Springer  Bldg. 
Concord  Plaza 
3411  Siiverside  Road 


Approved  by  Medicare  and  Most  Major 
Insurance  Plans 

Call  302/478-5240  or  302/655-5877 


Baynard  Blvd.  Office 
2100  Baynard  Blvd. 
Wilmington 
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Look  into 
the  future  of 
Medicine. . . 


What  you’ll  see  is  MediMac®F/X.  It’s  the  profession’s 
most  advanced  office  automation  system  that  truly  inte- 
grates practice  management  with  clinical  treatment. 

Incorporate  digital  photographs,  audio  notations,  and 
records  from  imaging  devices  with  S-Video  or  NTSC  output 
into  your  clinical  documentation  routine.  Gain  informed 
consent  with  patients  using  the  on-screen  Patient  Educa- 
tion Module.  And,  use  the  Patient  Information  Matrix 
(PIM)  to  create  custom  flow  sheets  to  monitor  long-term 
patient  progress. 


Improve  patient  and  referral  communication  by  merging 
patient  information  into  personalized  letters  created  with 
MediMac’s  word  processor.  Send  insurance  claims  elec- 
tronically to  cut  paperwork  and  speed  cash  flow.  Manage 
all  your  billing,  insurance  and  reporting  needs.  And,  do  all 
this  for  less  cost  and  clutter  than  stand-alone  applications. 

With  MediMac  software  from  Apple®  Computer’s  first 
and  largest  health  care  software  developer  and  the  easy-to- 
use  Macintosh®  computer,  your  future  is  sure  to  be  bright. 
For  a closer  look,  call  our  representative  listed  below. 


Edward  R.  Kearns,  PhD 
108  Broadbent  Road 
Wilmington,  DE  19810 
(302)  475-0002  Office/Fax 


MediMac* 

HeatthCare 

communications  300  South  68th  Street,  Suite  100  Lincoln,  NE  68510 


MediMac  is  a registered  trademark  of  Healthcare  Communications  Apple  and  Macintosh  are  registered  trademarks  of  Apple  Computer,  Inc. 


DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

— Nuclear  diagnostic  studies  and  SPECT  imaging 
1 CT  Scan 

Low-dose  mammography 

OB  and  general  ultrasound 

Color  Doppler  ultrasound 

■ Fluoroscopy 

— General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  # Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-l  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


SCIENTIFIC  ARTICLE 


Comparison  of  a Single  Dose  of  Aerosol  Salbutamol  and 
Fenoterol/Iprotropium  on  Bronchial  Asthmatic  Patients 


Abstract 

A combination  dose  aerosol  of  fenoterol 
hydrobromide  (200ug)  and  ipratropium 
bromide  (80ug)  was  compared  with  aerosolized 
salbutamol  (200ug)  in  10  stable  asthmatic 
patients.  With  both  treatments  a statistically 
significant  improvement  was  noticed  in  both 
FEVj  and  PEF  measurements  starting  after 
15  minutes  and  continuing  until  330  to  360 
minutes.  No  statistically  significant  differ- 
ences in  one  second  Forced  Vital  Capacity 
(FEV,  ) and  Peak  Expiratory  Flow  (PEF)  was 
noted  between  the  two  treatments.  No  side 
effect  was  noticed.  As  a result,  it  was 
concluded  that  in  bronchial  asthmatic 
patients,  the  bronchodilator  effects  of  the 
combination  of  a beta-2  agonist  with 
anticholinergic  drugs  was  as  effective  and 
lasted  as  long  as  salbutamol.  This  combina- 
tion, in  order  to  prevent  cardiovascular 
complications,  could  be  selected  as  a suitable 
treatment  for  those  patients  who  need  high 
doses  of  beta-2  agonist  drugs. 

Introduction 

The  use  of  anticholinergic  drugs  in  the 
therapy  of  asthmatic  bronchitis  is  not  new. 
However,  belladona  powders  and  cigars, 
which  have  been  used  in  the  past  in 
asthmatic  bronchitis  therapy,  have  been 
discontinued  due  to  side  effects  including 
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tachycardia,  urinary  retention,  and  drying  of 
mucous  membranes.1 

Ipratropium  bromide,  a quaternary 
derivative  of  atropine  which  is  administered 
as  an  aerosol,  is  an  anticholinergic  drug 
which  has  a slow  absorption  rate  from 
mucosal  surfaces  and  has  very  few  side 
effects.  Initially,  the  combination  of  this  class 
of  anticholinergics  and  beta-2  agonist  did  not 
receive  much  support  from  clinicians  and 
pharmacologists.2  More  recently,  however, 
research  upon  the  use  and  therapeutic 
effects  of  an  aerosolized  beta-2  agonist  and 
anticholinergic  drug  combination  on  the 
therapy  of  reversible  airway  obstruction  has 
become  the  subject  of  many  studies.3'8 

The  majority  of  asthmatic  patients  use 
more  than  one  drug.  However,  timing  is 
difficult,  and  treatment  problems  are  often 
encountered  requiring  increasing  dosages 
with  resultant  complications. I'3,5,6  To  miti- 
gate these  complications  and  provide  a more 
stable  drug  regimen,  a fixed  single  dosage  of 
combined  therapy  may  be  preferred  by  either 
patients  or  clinicians.  We  initiated  this  study 
to  examine  if  ipratropium  bromide,  which  is  a 
synthetic  quaternary  ammonium  congener  of 
atropine,  in  combination  with  a beta  agonist, 
fenoterol,  has  a better  therapeutic  effect  on 
patients  with  stable  asthma  than  another 
beta-2  agonist  salbutamol  alone. 

Material  and  Methods 

Ten  stable  volunteer  subjects,  five  women 
and  five  men,  were  studied  with  a history, 
physical  examination  and  respiratory  func- 
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tion  studies  (Peak  Expiratory  Flow  Rate  = 
PEF  and  1 second  Forced  Vital  Capacity  = 
FEV]  ).  Volunteers  with  a 15  percent 
improvement  in  FEV1  values  after  the 
inhalation  of  200  ug  salbutamol  were 
enrolled  in  the  study.  The  mean  age  was  34 
(15-52)  and  the  mean  duration  of  the  illness 
was  four  (one-15)  years. 

All  patients  were  receiving  beta-2 
agonists  regularly.  In  addition,  five  subjects 
were  receiving  slow  release  theophylline 
preparations  and  two  patients  were  treated 
with  sodium  cromoglycat.  No  patients  were 
receiving  corticosteroids  within  three  weeks 
of  the  time  of  the  study. 

All  subjects  refrained  from  theophylline 
derivatives  and  beta  agonist  for  eight  and  48 
hours  respectively  prior  to  the  study.  Each 
patient  was  studied  for  two  sequential  days. 
FEV,  and  PEF  values  were  obtained  with 
electronic  compact  vitalograph  spirometer. 

Salbutamol  200ug  was  inhaled  on  the 
first  study  day  followed  on  the  second  day  by 
inhalation  of  the  combination  of  fenoterol 
hydrobromide  200ug  and  ipratropium  bro- 
mide 80ug.  For  each  subject,  15  additional 
measurements  were  performed  on  each  day 
at  intervals  of  30,  45,  60,  75,  90,  105,  120, 
150,  180,  210,  240,  270,  300,  330  and  360 
minutes. 


The  statistical  analyses  of  obtained  data 
were  performed  according  to  the  test  of 
importance  of  difference  between  the  two 
pairs.9 

Results 

Statistically  significant  improvement  was 
observed  in  FEV1  values  starting  15  minutes 
and  continuing  until  330  minutes  after 
inhalation  of  fenoterol/ipratropium  values 
(Figure  1).  Statistically  significant  improve- 
ment was  also  noted  in  PEF  for  both  drugs 
(Figure  2). 

In  a comparison  of  all  values  obtained 
after  the  use  of  salbutamol  and  the  use  of 
fenoterol/ipratropium,  there  was  no  statisti- 
cally significant  difference  between  FEV] 
and  PEF  values.  During  the  study,  no  side 
effects  were  associated  with  use  of  the  drugs, 
although  no  specific  search  was  made  for 
cardiac  side  effects. 

Discussion 

In  our  study  on  stable  patients  with  asthma, 
it  was  seen  that  a single  dose  of  salbutamol  or 
of  fenoterol/ipratropium  bromide  induced 
statistically  significant  bronchodilatation,  as 
gaged  by  PEF,  for  up  to  330  and  360  minutes 

respectively.  A sig- 
nificant difference 
between  broncho- 
dilatator  effects  of 
salbutamol  and  fen- 
oterol/ipratropium 
bromide  was  not 
found. 

Similar  results 
have  been  previ- 
ously published.6  In 
some  studies,  higher 
magnitudes  and 
longer  durations  of 
bronchodilatation 
were  obtained  when 
beta  agonists  were 
used  in  combina- 
tion with  anticho- 
linergic drugs.3,4-10,12 


Figure  1.  Changes  in  FEV,  value,  starting  from  15th  minute  up  to  360th 
minute  after  a single  dose  of  aerosol  Fenoterol/ipratropium  and  Salbutamol. 
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Figure  2.  Changes  in  PEF  value,  starting  from  15th  minute  up  to  360th 
minute  after  a single  dose  of  aerosol  Fenoterol/ipratropium  and  Salbutamol. 


In  studies  on  normal  subjects, n asthmatic 
patients,7  and  patients  with  partial  revers- 
ible airway  obstruction, s no  significant 
differences  between  the  two  drugs  were 
identified. 

Although  still  controversial,  an  increas- 
ingly prevalent  opinion  is  that  the  combina- 
tion of  anticholinergics  with  beta  agonists 
will  have  larger  and  longer  acting  effect  on 
central  airways  and  these  changes  will  be 
more  pronounced  in  chronic  obstructive  lung 
patients.  The  combination  may  also  have  a 
protective  value  in  exercise  induced 
asthma. 5’B'1()'n,14,lf5 

Finally,  the  combination  of  anticholin- 
ergic with  beta  agonist  drugs  prolongs  the 
drug  effects,  even  at  lower  dosages.  In 
addition  the  risk  of  additional  complications 
and  adverse  effects  such  as  tremors  and 
tachycardia  are  also  reduced.  Combination 
regimens  are  especially  useful  on  asthmatic 
patients  who  have  growth  complications  and 
require  high  doses  of  beta  agonist.  Patients 
with  chronic  obstructive  lung  diseases, 
nocturnal  asthma  and  exercise-induced  14. 
asthma  may  also  benefit. 
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RESIDENTS’  CORNER 


Intravenous  Quinidine  Gluconate  and  Exchange  Transfusion 
for  Malignant  Plasmodium  Falciparum  Malaria 


Gary  Green,  MD  (Associate) 


The  overall  mortality  from  Plasmodium 
falciparum  malaria  in  the  United  States  is  4.2 
percent.  This  approaches  80  percent  in 
patients  with  parasitemia  greater  than  5 
percent  who  develop  sequalae,  such  as  adult 
respiratory  distress  syndrome,  acute  renal 
failure  disseminated  intravascular  coagulation 
(DIC),  or  cerebral  malaria.  In  1989,  the 
Centers  for  Disease  Control  (CDC)  reported  a 
10-fold  increase  over  the  past  decade  in  the 
incidence  of  P.  falciparum  malaria  in  the  U.S. 
Intravenous  quinine  dihydrochloride  has  been 
the  mainstay  of  initial  therapy  for  parasitemia 
greater  than  5 percent;  however,  it  is  only 
available  in  the  U.S.  from  the  CDC.  This 
resource  limitation  may  delay  therapy  for 
severe  or  complicated  malaria  and  may  result 
in  increased  morbidity  or  mortality  since  the 
prognosis  is  strongly  related  to  the  parasite 
load.  In  1985,  the  CDC  proposed  IV  quinidine 
gluconate  as  an  alternative  treatment  for  P. 
falciparum  malaria.  In  the  past  six  years,  the 
international  literature  has  reported  success 
with  IV  quinine  and  adjunctive  erythrocyte 
exchange  transfusion  as  emergent  therapy 
when  the  parasitemia  load  was  greater  than  10 
percent  or  coexisting  sequelae  were  present. 
We  report  the  successful  use  of  exchange 
transfusion  and  IV  quinidine  gluconate  in  the 
treatment  of  severe  parasitemia. 

The  patient,  a 53-year-old  Indian  male  in 
complete  remission  from  Hodgkin’s  lymphoma, 
returned  from  a three-week  visit  to  western 
India  during  which  time  he  had  not  taken 
prophylactic  antibiotic  precautions.  Six  days 

Dr.  Green  isaresident  with  the  Medical  Center  ofDelaware, 
Newark,  DE. 
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later  he  developed  hectic  fevers,  chills,  night 
sweats,  weight  loss,  nausea,  vomiting,  myalgias, 
and  arthralgias.  Peripheral  smear  in  his 
oncologist’s  office  was  diagnostic  for  P. 
falciparum  infecting  19  to  27  percent  of  his 
erythrocytes.  On  admission  four  hours  later, 
the  parasite  load  had  increased  to  30  to  39 
percent.  His  temperature  was  38.2,  pulse  102, 
there  was  mild  scleral  icterus  and  no  petechiae 
or  gingiva  bleeding.  Lungs  were  clear,  liver 
and  spleen  (intact)  were  not  palpable,  mental 
status  and  gait  were  normal.  His  urine  was 
clear  and  negative  for  hem  by  dipstick,  DIC 
screen  was  negative,  and  total  bilirubin  was 
2.5  mg/dl.  The  patient  received  IV  quinidine 
gluconate  shortly  after  admission,  and  80 
percent  of  his  erythrocyte  mass  was  exchange 
transfused  without  complication  or  the 
development  of  ensuing/5,  falciparum  sequelae. 
Serial  peripheral  smear  analyses  revealed  a 
decrease  in  the  parasite  load  from  39  percent  to 
1.3  percent  in  16  hours.  The  patient  was 
changed  to  oral  quinine,  sulfadiazine  and 
pyrimethamine.  He  was  discharged  home  to 
complete  a two-week  course  of  sulfadiazine  and 
pyrimethamine. 

P.  falciparum  infects  all  erythrocytes 
regardless  of  age.  As  demonstrated  by  this 
case,  the  degree  of  parasitemia  may  worsen 
rapidly.  In  severe  malaria,  the  patient’s 
prognosis  correlates  strongly  with  the  degree 
of  parasitemia.  Invasive  intervention  with  IV 
quinine,  or  with  IV  quinidine  gluconate  if  the 
former  is  unavailable,  should  be  begun 
immediately,  and  erythrocyte  exchange  trans- 
fusion should  be  strongly  considered  for 
prompt  and  effective  treatment  for  malignant 
parasite  levels. 
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Residents’  Corner 


Diagnosis  by  MRI  of  Budd-Chiari  Syndrome  Presenting  With 

New  Onset  of  Polycythemia 


Larry  Fechtner,  MD  (Associate) 
Vincent  DelDuca,  MD 


In  large  published  series  on  polycythemia 
vera  (PV),  thrombotic  complications  are 
common.  However,  Budd-Chiari  syndrome 
as  the  initial  presentation  of  PV  is  unusual. 
We  recently  cared  for  such  a patient.  Of 
importance,  MRI  was  a valuable  noninvasive 
diagnostic  study  in  this  patient,  in  whom 
more  invasive  procedures,  such  as 
venography,  were  relatively  contraindicated 
because  of  coagulopathy. 

A 68-year-old  white  female  complained  of 
chronic  nausea  and  increased  abdominal 
girth.  On  physical  examination,  she  had 
massive  ascites  precluding  assessment  of  the 
liver  or  spleen.  Laboratory  abnormalities 
included  a hematocrit  of  61  percent,  alkaline 
phosphatase  209  IU/I,  bilirubin  2.8  mg/dl, 
normal  transaminases,  prothrombin  time  17 
seconds  (control  12),  and  activated  partial 
thromboplastin  time  of  44  seconds  (control 
<40).  We  established  the  diagnosis  of  PV  on 
the  basis  of  elevated  red  cell  mass, 
sonographic  evidence  of  splenomegaly,  nor- 
mal oxygen  tension  and  normal  erythropoi- 
etin levels. 

Doppler  studies  of  the  liver  suggested 
normal  flow  to  the  right  hepatic  vein,  portal 
vein  and  inferior  vena  cava  (IVC).  There  was 
no  flow  to  the  middle  or  left  hepatic  veins. 
MRI  of  the  liver  clearly  demonstrated 
tapered  narrowing  of  the  IVC  intrahepatically 
with  a small  right  hepatic  vein.  The  middle 
and  left  hepatic  veins  were  not  visualized. 

Di\  Fechtner  is  a l esidenl  with  the  Medical  Center  of  Dela- 
ware, Newark,  DE.  Dr.  DelDuca  is  associated  with  the 
Medical  Center  of  Delaware 
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Abnormal  liver  texture  was  noted  in  a 
vascular  distribution  corresponding  to  the 
occluded  veins.  These  studies  suggested  the 
diagnosis  of  Budd-Chiari  syndrome. 

An  inferior  vena  cavagram,  performed  to 
direct  selection  of  a shunt  procedure  demon- 
strated narrowing  of  the  intrahepatic  vena 
cava  and  suggested  extrinsic  compression  from 
a swollen  liver.  The  pressure  gradient  across 
the  stenotic  area  of  the  IVC  was  minimal,  but 
the  pressure  gradient  from  the  right  hepatic 
vein  to  the  IVC  was  significant.  The  pressure 
readings  thus  confirmed  that  a meso-caval 
shunt  was  feasible. 

Three  months  after  successful  shunting, 
the  patient  has  had  a significant  decrease  in 
her  ascites.  However,  she  continues  to  have  a 
coagulopathy  secondary  to  liver  dysfunction. 

In  this  patient,  MRI  strongly  supported 
the  diagnosis  of  Budd-Chiari  syndrome  and 
justified  our  subsequent  use  of  venography. 
The  case  suggests  that  MRI  is  an  effective 
noninvasive  test  for  diagnosis  of  this 
syndrome  and  should  precede  venography. 
However,  venography  remains  the  gold 
standard  for  diagnosis  and  is  necessary  to 
guide  therapy. 


Del  Med  Jrl,  October  1994,  Vol  66,  No  10 




When  You  Need  Physical 
Therapy,  See  a PT 


John  Bradley,  P.T.  • Stephen  Rapposelli,  P.T 


What  our  patients  are  saying: 

"I  became  well  before  I expected" 

"Everyone  was  happy,  friendly  and  cheerful" 
"I  appreciated  your  genuine  warmth  and 
concern" 

What  doctors  are  saying: 

"Patients  pleased  with  personal  service" 
"Very  attentive  and  kind" 

"My  experience  has  been  nothing  less  than 
positive" 


Convenient  Patient  Parking 
Morning  & Evening  Hours 
Most  Insurances  Accepted  (including  Medicare) 
Prompt  Treatment 
Latest  Equipment  & Technology 
Friendly,  Courteous  Staff 

By  Referral  Only 


PHYSICAL  THERAPY 


»at  Hockessin 


720  Yorklyn  Road  • Suite  110 
Hockessin,  DE  19707 

(302)  234-2288 


WE'RE  MORE  THAN 
JUST  SAVINGS  . . . 


OUR  COMPETITIVE 
CHECKING 
IS  WORTH 
CHECKING  INTO 

• REGULAR  CHECKING  • INTEREST  CHECKING 
• SUPER  INTEREST  CHECKING 
• 24-HOUR  TELLER/MAC®  CARD 
• OVERDRAFT  PROTECTION 
• DIRECT  DEPOSIT 


CENTER  CITY 

9th  & Tatnall  Sts. 
658-6881 

NORTH 

Talleyville  Center 
479-2553 


^ ARTISANS' 

W.  SAVINGS  BANK  «** 


Shoppes  of  Graylyn 
479-2550 

WEST 

Midway  Plaza 
993-8220 

NEWARK 

Polly  Drummond 
Center 
738-3019 

DOVER 

Rte.  13  8<  Governor’s  Ave 
674-3920 
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Quality, 
stability, 
expertise: 
Yours  for 
the  asking 


© 1993  Poe  & Brown,  Inc. 

The  Physicians  Protector  Plan:  quality,  stability, 
expertise.  Contact  the  independent  agents  listed  below 
or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zucz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHVSICIWplans 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


In  today’s  competitive  insurance  market,  you  have 
every  right  to  a professional  liability  insurance  company 
with  both  a lengthy,  effective  track  record  and  substan- 
tial financial  credentials. 

The  Physicians  Protector  Plan®  delivers. 

The  insurance  company  that  stands  behind  the  plan 
— one  of  the  CNA  Insurance  Companies  — has 
protected  physicians  and  surgeons  against  professional 
liability  claims  for  decades.  CNA’s  financial  strength 
and  claims-paying  ability  have  been  reflected  in  high 
ratings  by  the  top  four  independent  rating  services: 
A.M.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 
Phelps. 

OVA 

For  All  the  Commitments  You  Make® 


SPECIAL  REPORT 


Helicobacter  Pylori  in  Peptic  Ulcer  Disease 


Using  a combination  of  antibiotics  to 
eradicate  a stomach  bacterium  may  finally 
offer  a cure  to  the  25  million  Americans,  who 
at  some  time  in  their  lives  develop  peptic 
ulcer  disease. 

According  to  a 14-member  independent 
panel  recently  convened  by  the  National 
Institute  of  Diabetes  and  Digestive  and 
Kidney  Diseases  and  the  NIH  Office  of 
Medical  Applications  of  Research,  ulcer 
patients  who  test  positive  for  Helicobacter 
pylori  ( H . pylori)  infection  should  be  treated 
for  at  least  two  weeks  with  a combination  of 
bismuth  and  antimicrobial  drugs.  Antimicro- 
bial drugs  kill  microorganisms  such  as  H. 
pylori , a bacterium  said  to  infect  80  percent 
of  patients  with  stomach  ulcers.  Dual  and 
triple  combinations  of  bismuth  and  antimi- 
crobial drugs  successfully  cure  H.  pylori 
infection  and  reduce  the  rate  of  ulcer 
recurrence  in  up  to  90  percent  of  ulcer 
patients,  said  the  panel. 

Of  the  several  drug  combinations  pre- 
sented during  the  2 1/2-day  conference,  the 
panel  said  that  triple  therapies,  consisting  of 
bismuth  plus  the  antibiotics  metronidazole 
and  tetracycline,  were  the  most  effective.  In 
some  cases,  resistance  to  metronidazole  may 
require  a substitution  of  amoxicillin. 

The  panel  also  identified  several  effective 
dual  therapies,  one  of  which  combines 
amoxicillin  with  omeprazole,  a proton-pump 
inhibitor.  Mild  side  effects  occur  with  each 


NIH  Consensus  Development  Conference,  February  7-9, 
1994. 


Del  Med  Jrl,  October  1994,  Vol  66,  No  10 


drug  combination,  but  they  do  not  normally 
prevent  patients  from  completing  their 
treatment.  The  panel  added  that  standard 
acid-suppressing  drugs  should  be  added  to 
the  antimicrobial  regimen  to  relieve  ulcer 
symptoms. 

Until  now,  the  traditional  treatment  for 
peptic  ulcer  disease  involved  minimizing  and 
suppressing  acid  secretion  with  drugs  called 
H-2  blockers,  which  interfere  with  the 
release  of  histamine  and  thus  reduce  acid 
production  in  the  stomach.  The  most 
commonly  used  H-2  blockers  are  ranitidine 
and  cimetidine.  Although  H-2  blockers 
successfully  heal  ulcers,  if  the  patient  stops 
taking  these  drugs,  he  or  she  has  a 50  to  80 
percent  chance  of  the  ulcer  recurring. 

But  since  the  1982  isolation  of  H.  pylori 
by  Australian  researchers  Barry  Marshall 
and  Robin  Warren,  many  have  believed  that 
the  spiral  organism  plays  a significant  causal 
role  in  peptic  ulcer  disease,  and  there  has 
been  growing  interest  in  using  antibiotics  to 
treat  ulcers. 

Peptic  ulcer  disease,  estimated  to  affect 
4.5  million  people  each  year  in  the  United 
States,  is  a chronic  inflammation  of  the 
stomach  lining  or  of  the  duodenum.  While 
few  people  die  from  peptic  ulcer  disease,  it  is 
responsible  for  substantial  human  suffering 
and  staggering  economic  costs.  Every  year 
four  million  people  report  missing  approxi- 
mately six  days  from  work  because  of  their 
ulcers.  Now  the  panel  believes  that  their 
recommended  treatments  will  not  only  alter 
the  way  doctors  treat  ulcers  but  lower  health 
care  costs  and  reduce  human  suffering. 
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Special  Report 


Research  indicates  that  H.  pylori 
infects  approximately  six  in  10  people  in  the 
United  States  by  age  60,  while  the  infection 
rate  in  developing  countries  is  eight  in  10 
people  by  age  5.  Although  uncertainty 
remains  about  how  the  infection  is  spread, 
person-to-person  contact  appears  to  be  a 
significant  means  of  transmitting  the 
bacteria.  Whether  or  not  H.  pylori  infection 
can  be  transmitted  through  contaminated 
food  and  water,  and  how  often,  requires 
further  study. 

To  prevent  the  development  of  bacterial 
resistance  to  antimicrobials,  the  panel 
stressed  that  an  accurate  diagnosis  should  be 
made  before  a patient  starts  any  antimicro- 
bial treatment.  The  panel  cited  several 
invasive  and  noninvasive  tests  that  are 
useful  in  diagnosing  H.  pylori  infection. 

Endoscopic  biopsy  and  cell  culture  are 
invasive  tests  that  provide  visualization  and 
details  about  the  status  of  the  gastric  and 
duodenal  lining.  Sensitivity  and  specificity  of 
these  procedures  range  from  85  to  100 
percent. 

However,  the  panel  said  that  excellent 
diagnostic  sensitivities  and  specificities  are 
also  produced  with  noninvasive  tests.  These 
include  blood  tests  to  measure  the  urease- 
secreting  properties  of  H.  pylori. 

Although  a number  of  highly  accurate 
diagnostic  tests  are  available,  the  panel  said 
that  some  now  used  only  in  research  studies 
will  soon  be  available  for  commercial  use. 
Despite  these  diagnostic  tools,  the  panel 
noted  that  there  are  no  readily  available, 
inexpensive,  and  accurate  noninvasive  meth- 
ods to  monitor  eradication  of  H.  pylori. 
Without  such  tools,  routine  monitoring  for 
relapse,  reinfection,  or  treatment  failure 
cannot  be  recommended. 

The  panel  also  found  an  association 
between  H.  pylori  infection  and  gastric 
cancer.  Considered  a slow  and  insidious 
disease,  the  incidence  of  gastric  cancer 
increases  with  age  and  occurs  more 
frequently  in  blacks  and  Hispanics  than 
whites.  Despite  the  fact  that  gastric  cancer 
appears  to  occur  more  frequently  in  some 
populations  with  higher  rates  of  H.  pylori 
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infection,  the  panel  found  no  conclusive 
evidence  that  treating  the  infection  reduces 
cancer  risk.  They  contend  that  there  are 
factors  other  than#,  pylori  infection,  such  as 
geography,  socioeconomic  status,  and 
ethnicity  that  cause  the  development  of 
gastric  cancer. 

Finally,  the  experts  called  for  future 
research  to  determine  the  mechanisms  and 
natural  history  of  H.  pylori  infection, 
whether  H.  pylori  eradication  prevents 
gastric  cancer,  and  to  analyze  the  compre- 
hensive cost  and  impact  of  treating  versus 
not  treating  all  patients  who  are  infected 
with  H.  pylori. 

Free,  single  copies  of  the  complete  NIH 
consensus  statement  on  Helicobacter  Pylori 
in  Peptic  Ulcer  Disease  may  be  ordered  from 
the  NIH  Consensus  Program  Information 
Service,  P.O.  Box  2577,  Kensington,  MD 
20891,  1-800-NIH-OMAR  (1-800-644-6627). 


“He’s  doing  fine... and  should 
be  going  home  tomorrow.  He’ll 
require  your  assistance  of  course 
and  some  medical  equipment  — a 
wheelchair  and  hospital  bed...” 


A 
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HO*C  kCDICAL  EQUIPMENT  • PROOUCTS  • SERVICES 

Providing  home  medical  equipment, 
products  and  services  for 
over  a decade. 

16-A  Trolley  Square  311  Ruthar  Drive  Old  Oak  Center 
Wilmington,  DE  Newark,  DE  Dover,  DE 

(302)  654-8181  (302)4544941  (302)  6784)504 
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BOARD  OF  MEDICAL  PRACTICE 


Biannual  Status  Report 


In  the  six  months  ended  June  30,  1994,  the 
Board  of  Medical  Practice  (BMP)  issued  104 
new  medical  licenses  and  logged  in  50 
complaints.  Nine  of  the  complaints  (18 
percent)  were  initiated  by  reports  from  the 
National  Practitioner  Data  Bank  (NPDB), 
two  by  reports  from  the  American  Medical 
Association,  and  one  by  the  doctor’s  hospital. 
Some  were  filed  by  parents  for  their  child  (4) 
and  others  by  the  child  for  a parent  (3);  some 
by  a spouse  (5)  but  most  by  the  patient 
himself  (9)  or  herself  (10). 

A breakdown  by  the  subject  of  the 


complaint  shows: 

1.  Quality  of  care  16 

2.  Malpractice  action  9 

3.  Overcharging  7 

4.  Personality  conflicts  7 

5.  Record  disputes  3 

6.  Addicting  substances  2 

7.  Actions  by  other  state  boards  2 

8.  Alleged  sexual  misbehavior  4 


A closer  look  at  these  numbers  may  prove 
interesting,  and  perhaps  generate  a few 
words  of  advice  that  could  help  avoid 
complaints  in  the  future.  Of  the  16 
complaints  about  quality  of  care,  half  arose 
from  misunderstandings  or  unrealistic  ex- 
pectations (e.g.,  “The  medicine  for  my  nerves 
didn’t  work”).  For  the  other  half,  care  might 
have  been  improved,  and  several  of  these  are 
still  under  investigation.  More  commonly, 
they  are  not  sufficiently  out  of  line  to  merit  a 
full-scale-hearing  or  an  expectation  of 

Dr.  Marlz  is  executive  director  of  the  Board  of  Medical 
Practice. 


Del  Med  Jrl,  October  1994,  Vol  66,  No  10 


E.  Wayne  Martz,  MD 

disciplinary  action.  For  example,  a telephone 
prescription  on  a Sunday  afternoon  without 
seeing  the  patient;  or  commonly,  “He  didn’t 
seem  very  caring,  and  besides  he  charged  $25 
more  than  I expected,”  and  we  are  left 
wondering  whether  the  real  complaint  is  the 
caring  or  the  money. 

The  malpractice  actions  seemed  more  on 
target  this  year  than  last.  Only  two  of  the 
nine  were  clearly  maloccurences  rather  than 
malpractice  (e.g.,  an  artery  was  damaged  in 
introducing  an  abdominal  trocar,  but  was 
promptly  repaired). 

Of  the  overcharging  complaints,  the 
majority  resulted  when  the  patient  was 
surprised.  Sometimes  it  is  not  the  dollar 
amount  so  much  as  the  surprise  (patient 
expecting  a routine  office  visit  charge  of  $35 
is  dismayed  when  examined  as  a new  patient 
for  $70).  Also  it  is  very  clear  that  patients 
simply  do  not  understand  global  fees  (e.g., 
$450  for  a radial  fracture).  When  possible  it 
should  be  helpful  to  have  the  usual  common 
charges  clearly  posted  in  the  office  or  printed 
on  the  back  of  the  bill  or  initial  history  form. 

The  area  of  personality  conflicts  may  be 
difficult  to  remedy.  In  three  of  the  seven 
complaints  the  patients  had  clear  cut 
psychiatric  diagnoses  that  they  had  been 
treated  for,  and  two  others  had  definitely 
unusual  personalities.  Such  patients  show 
up  in  your  office  unpredictably  and  you  do 
the  best  you  can. 

Our  medical  community  seems  to  be 
doing  a better  job  of  transferring  records  to 
other  doctors,  if  this  six-month  period  is  any 
indicator.  For  those  of  you  who  missed  it  last 
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Board  of  Medical  Practice 


time,  although  in  Delaware  the  record  is  the 
property  of  the  doctor,  it  must  be  made 
available  (or  a copy  or  summary)  for  use  in 
the  care  of  the  patient.  Although  it  may  be 
tempting  to  hold  up  the  record  of  the  patient 
who  owes  you  money  and  wants  to  transfer  to 
another  doctor,  don’t  do  it!  If  anything 
happens  to  that  patient  as  a result  of  the 
unavailability  of  that  record,  you  could  be  in 
big  trouble.  Find  some  other  way  to  collect 
the  bill,  or  better  yet,  write  it  off,  count  your 
blessings,  and  send  the  patient  a certified 
letter  saying  you  are  transferring  his  or  her 
care  to  the  other  doctor.  You  may  be  lucky 
enough  to  never  see  the  patient  again. 

The  two  complaints  about  addicting 
substances  were  ironic.  One  was  for  too  loose 
prescribing  and  the  other  for  too  strict.  The 
Board  of  Pharmacy  notified  us  that  it  was 
investigating  one  of  our  doctors  for  prescrib- 
ing narcotics  without  restraint.  One  of  the 
two  patients  had  metastatic  carcinoma;  the 
other  advanced  arthritis.  The  law  requires 
that  before  prescribing  a narcotic  you  must 
do  sufficient  examination  to  confirm  the 
medical  need  for  it.  Some  patients  do  not 
understand  that  and  feel  that  you  should 
order  it  on  request.  An  explanation  may  help. 

Now  for  three  maxims  of  the  month  to 
keep  you  out  of  trouble: 

1.  Prepare  yourself  if  you  change 
careers.  Doctors  who  seek  partial 
retirement  by  working  a few 
shifts  a week  in  an  emergency 
room  should  take  a course  in 
electrocardiography  and  the  diag- 
nosis and  management  of  medi- 
cal/surgical emergencies.  The  cli- 
entele that  comes  into  a emer- 
gency room  at  2:00  a.m.  is  not  the 
same  as  they  have  been  seeing  in 
their  offices.  The  experience  of  30 
years  may  actually  lead  them 
astray  rather  than  help. 

2.  Be  cautious  about  mammography. 
Many  patients  and  some  doctors 
do  not  realize  that  some  types  of 
breast  cancer  (20  percent  of  total) 
do  not  show  on  a mammogram. 
Examine  carefully,  and  have  a 
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good  reliable  system  for  notifying 
patients  of  reports  — including 
documenting  it  in  the  chart. 

3.  Durable  power  of  attorney,  living 
will,  “Do  Not  Resuscitate”  orders 
and  all  can  be  dangerous  when 
there  is  disagreement  within  the 
patient’s  family.  The  doctor  may 
be  in  a “no  win”  situation,  caught 
in  a family  dispute. 


The 

Silent  legacy  ? 


Diagnosis  & Treatment  of  Osteoporosis 

Latest  Diagnostic  Equipment 
Multiple  Imaging  Modalities 
Modern  Therapeutics 
25  years  of  Experience 
Nutrition  Counseling  Available 

Osteoporosis  Health  Center  of  Delaware 

Delaware  Nuclear  Medicine 
330  Christiana  Medical  Center  • Newark,  DE  19702 
(Across  from  Christiana  Mall) 

(302)  368-3000 

Robert  L.  Meckelnburg,  md,  facp,  facnp,  Director 
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MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
August  1994 


This  new  feature  was  instituted  in  last 
month’s  Journal  in  response  to  the  question, 
“Just  what  does  the  MSD  staff  and  leadership 
do?”  Each  month  we  will  describe  how  your 
MSD  staff  and  leadership  are  serving  you.  It 
is  hoped  that  this  will  help  increase 
awareness  of  how  involved  your  state  medical 
society  is  on  your  behalf. 

Leadership  Activities 

— Carol  A.  Tavani  MD  made  a presentation 
to  the  Board  of  Medical  Practice. 

— Thomas  J.  Maxwell  MD,  Alfonso  P.  Ciarlo 
MD,  Bruce  W.  Karrh  MD,  Stephen  R. 
Permut  MD,  Carol  A.  Tavani  MD,  and 
Mark  A.  Meister  had  luncheon  with  Dr. 
Todd. 

— MSD,  Chamber  and  Aetna. 

— Carol  A.  Tavani  MD  appeared  on  Channel 
12  with  Kay  Holmes,  Delaware  Health 
Care  Commission,  to  discuss  the  Mitchell 
reform  bill. 

— Joseph  A.  Lieberman  III  MD  and  Maurice 
A.  Thew  MD  were  interviewed  on 
Channel  12  about  health  care  systems  in 
Western  Europe. 

— Mark  A.  Meister  met  with  Sarah  Jackson, 
secretary  of  finance  and  member  of  the 
Delaware  Health  Care  Commission,  along 
with  representatives  of  the  Delaware 
Hospital  Association  to  discuss  health 
care  reform  in  Delaware. 

— Mark  A.  Meister  attended  a meeting  of 
the  Delaware  Health  Care  Commission 
Health  Data  Steering  Committee,  whose 
purpose  is  to  establish  a health  informa- 
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tion  database  for  assessing  quality  of  care 
outcomes. 

— Ongoing  discussion  with  the  AMA’s 
Washington,  DC,  staff  and  Delaware’s 
congressional  offices  regarding  health 
care  reform  proposals  pending  in  con- 
gress. 

— Thomas  J.  Maxwell  MD  and  Mark  A. 
Meister  met  with  Stevens  Remillard  of 
Blue  Cross  Blue  Shield  of  Delaware  to 
discuss  revisions  to  the  BCBSD  contract. 

— Beverly  J.  Dieffenbach  and  political 
affairs  director  for  Wyeth-Ayerst. 

Physicians’  Advocacy  Program  Activities 

— Worked  with  MSD’s  legal  counsel  on  the 
possibility  of  launching  a class  action 
lawsuit  on  behalf  of  Delaware  physicians 
against  certain  insurance  companies  that 
have  refused  to  pay  full  physician  charges 
on  worker’s  compensation  claims. 

— Continued  developing  a workshop  for 
physicians  and  staff  on  insurance  con- 
tract review  and  how  to  evaluate  a 
contract’s  potential  impact  on  a practice’s 
financial  picture. 

— Handled  numerous  calls  regarding  insur- 
ance contract  review  and  current  contract 
language. 

— Conducted  one  on-site  inservice  for  a 
physician’s  office  regarding  worker’s 
compensation  and  auto  accident  insur- 
ance guidelines. 

— Answered  various  inquiries  from  physi- 
cians and  their  staffs  on  such  issues  as 
accounts  receivable  management,  person- 
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MSD  Monthly  Activities 


nel  issues,  and  questions  regarding 
third-party  carriers. 

Administrative  Activities 

— Met  with  representatives  of  Bell  Atlantic 
Meridian  and  received  training  on  the 
new  telephone  system,  which  includes  an 
after-hours  voice  mailbox  option. 

Publications  Activities 

— Received  the  1994-1996  edition  of  the 
pictorial  roster;  orders  will  be  processed 
weekly. 

Voluntary  Initiative 

Program  Activities 

— Referred  122  Medicaid  patients  to  VIP 
participating  physicians. 

— Mark  A.  Meister  met  with  James  M.  Gill 
MPH  MD  about  the  VIP  evaluation. 

Continuing  Medical 

Education  Activities 

— Sponsored  seven  educational  activities 
for  Category  1 credit. 

Major  Meetings 

— Drs.  Tavani  and  Schindler  and  Mark  A. 
Meister  met  about  the  revision  to  the 
Physicians'  Health  Treatment  contract 

— Conference  call  with  the  AMA's  Dr.  Todd 
and  all  state  medical  society  executives 
about  national  reform 

— Physicians’  Health  Committee 

— Medical  Review  Board 

— Budget  Committee 

— Kent  County  Medical  Society  quarterly 
meeting 

— Psychiatric  Society 

— Delaware  Foundation  for  Medical  Ser- 
vices board  of  directors 


PAPASTAVROS’ 

ASSOCIATES 

MEDICAL  IMAGING 


Garth  A.  Koniver,  M.D.,  F.A.C.R. 
Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D. 
John  D.  McAllister,  II,  M.D. 
James  A.  Murphy,  M.D. 


• X-RAY  • MRI  SCANNING 

• ULTRASOUND  • ECHOCARDIOLOGY 

• NUCLEAR  MEDICINE  • MAMMOGRAPHY 

• STRESS  CARDIAC  IMAGING 

• SPIRAL  (SINGLE  BREATH  HOLD) 

CAT  SCANNING 


FULL  SERVICE  IMAGING  CENTERS 
LOCATED  AT: 


1701  Augustine  CutOff 
Suite  100 

Professional  Building  IV 
Wilmington,  DE  19803 


Drummond  Plaza 
Office  Park 
40  Polly  Drummond 
Hill  Road 
Newark,  DE  19711 


Other  Convenient  Locations 

1508  Pennsylvania  Avenue  655-4042 

2700  Silverside  Road  478-1 1 00 

1805  Foulk  Road  475-8036 

420  Christiana  Medical  Center  368-3959 

1320  Philadelphia  Pike  792-2529 

1941  Limestone  Medical  Bldg.  992-0502 

1502  Delaware  Street,  New  Castle  328-1502 
2600  Summit  Bridge  Road  836-8350 

16  Omega  Drve  Bldg,  B-89  738-5500 

5317  Limestone  Road  239-9415 

550  Stanton-Christiana  Road  633-9910 
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Over  12  years  of  protecting 
Delaware  doctors— and  counting, 


Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 


Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 


To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 


at  1-800-382-1378. 


■ H 
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exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 


Can  Your  Patients 
Afford  Anything  Less  Than 

medisili  Quality 
Pap  Smears? 

• Less  than  one  week  turnaround  time  for  normals 

• Only  ASCP-Certified  Cytotechnologists  on  staff 

• Cytotechs  limited  to  a maximum  of  7 00  slides  per  day; 
a long-sfonding  policy  at  Medlob 

• Two  full-time  clinically  experienced  Board-Certified 
Pathologists  on  staff 

• Mayo  Medical  Laboratory  the  reference  laboratory  for 
the  Mayo  Clinic,  available  for  consultations  on  difficult 
cases  at  no  additional  charge 

• Surgipath®  Pap  smear  organizer  available  at  no 
additional  charge 


For  further  information  please  contact  our  Marketing  Department  at  (302)  655- LABS  in 
Newcastle  County,  or  i-800-MEDLAB-l . Or  write  to:  MEDLAB  Clinical  Testing  Inc.,  PO.  Box  10770, 
Wilmington,  DE  19850-0770. 


medisili 

CLINICAL  TESTING  INC. 


...BECAUSE  QUALITY  IS  ESSENTIAL? 


FROM  THE  AMA 


A Dignified,  Peaceful  Way  to  Die 


A prominent  physician  writing  in  a recent 
Journal  of  the  American  Medical  Association 
tells  how  his  mother  found  a way  to  end  her 
suffering  with  a natural,  dignified  death  that 
she  hoped  would  be  a “gift”  to  others  in  the 
same  situation. 

David  Eddy,  MD,  PhD,  from  Jackson, 
Wyoming,  was  confronted  with  the  request 
from  his  84-year  old  mother,  Virginia,  that 
she  no  longer  wanted  to  live.  She  had  been 
living  independently,  a vibrant  woman  with 
an  active  life.  But  an  onset  of  a number  of 
health  problems  left  her  in  a condition  and 
with  a quality  of  life  she  did  not  feel  was 
adequate.  She  told  her  son  she  did  not  want 
to  live  just  for  the  sake  of  being  alive. 

“She  dreaded  the  thought  of  being  in  a 
nursing  home,  unable  to  take  care  of  herself, 
her  body,  mind,  and  interests  progressively 
declining  until  she  was  little  more  than  a 
blank  stare,  waiting  for  death  to  mercifully 
take  her  away,”  writes  Eddy. 

Eddy  quotes  his  mother  as  saying:  “I 
know  they  can  keep  me  alive  a long  time,  but 
what’s  the  point?  If  the  pleasure  is  gone  and 
the  direction  is  steadily  down,  why  should  I 
have  to  draw  it  out  until  I’m  ‘rescued’  by 
cancer,  a heart  attack,  or  a stroke?  That 
could  take  years.  I understand  that  some 
people  want  to  hang  on  until  all  the  possible 
treatments  have  been  tried  to  squeeze  out 
the  last  drops  of  life.  That’s  fine  for  them.  But 
not  for  me.” 

Eddy  writes:  “My  own  philosophy, 

undoubtedly  influenced  heavily  by  my 
parents,  is  that  choosing  the  best  way  to  end 
your  life  should  be  the  ultimate  individual 
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right-a  right  to  be  exercised  between  one's 
self  and  one’s  beliefs,  without  intrusions 
from  governments  or  the  beliefs  of  others.” 

He  quotes  his  mother:  “Is  the  meaning  of 
life  defined  by  its  duration?  Or  does  life  have 
a purpose  so  large  that  it  doesn’t  have  to  be 
prolonged  at  any  cost  to  preserve  its 
meaning?. ..I  don’t  want  to  spoil  the  wonder 
of  my  life  by  dragging  it  out  in  years  of  decay. 
I want  to  go  now,  while  the  good  memories 
are  still  fresh.  I have  always  known  that 
eventually  the  right  time  would  come,  and 
now  I know  that  this  is  it.  Help  me  find  a 
way.” 

Eddy  was  faced  with  the  task  of  finding 
the  most  dignified,  peaceful  way  for  his 
mother  to  end  her  life.  He  also  had  to 
consider  the  legal  implications  for  those  who 
would  be  involved.  After  considering  several 
possibilities,  they  decided  the  best  way  was 
for  his  mother  to  stop  drinking  liquids,  which 
would  enable  a person  to  survive  only  a few 
days.  His  mother  stopped  drinking  fluids, 
spent  the  next  few  days  in  a relaxed  state, 
and  died  peacefully  with  her  family  nearby. 

Writes  Eddy:  “This  death  was  not  a sad 
death;  it  was  a happy  death.  It  did  not  come 
after  years  of  decline,  lost  vitality,  and 
loneliness;  it  came  at  the  right  time.  My 
mother  was  not  clinging  desperately  to  what 
no  one  can  have.  She  knew  that  death  was 
not  a tragedy  to  be  postponed  at  any  cost,  to 
be  embraced  at  the  proper  time.  She  had  done 
just  what  she  wanted  to  do,  just  the  way  she 
wanted  to  do  it.” 

Shortly  before  her  death,  Virginia  told 
her  son:  “Write  about  this,  David.  Tell  others 
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From  the  AM  A 


how  well  this  worked  for  me.  I’d  like  this  to  be 
my  gift.  Whether  they  are  terminally  ill,  in 
intractable  pain,  or,  like  me,  just  know  that 
the  right  time  has  come  for  them,  more 
people  might  want  to  know  that  this  way 
exists.  And  maybe  more  physicians  will  help 
them  find  it.” 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  magic ' words  of  MASTER  CARES  service. 
Because  your  patients  are  our  first  concern , 
we  find  products  for  the  patient . . . not 
patients  for  the  product 

TVtaMefCarc, 

L/ y EPICAL  EQUIPMENT  AMD  SERVICES 

Showroom:  Old  Baltimore  Pike  Ind.  Pk. 

83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 


"UUe  moke  the  difference" 


snuv  n.  hoovcr,  r.p.t. 

PHYSICAL  THERA  PV  ASSOCIATES 


1. 


2. 


SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP. 


3.  ARTHRITIS  RELATED  DISEASES 

HIP.  KNEE  & FOOT 

4.  SWIM  THERAPY 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 

MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN'S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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WOMENS  IMAGING  CENTER 


OB-GYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AfHliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
Newark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5PM  • Wed.  8AM  - 8PM  • Sat  8AM  - 1PM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


AMA  POWER  Network  offers 
toll-free  hotline  on  reform 


The  AMA  has  created  a toll-free  hotline  offering  physicians  daily, 
up-to-the-minute  updates  on  the  status  of  health  system  reform  in  Congress. 


This  service  is  part  of  the  POWER  (Physicians  Organized  to  Work  for 
Effective  Reform)  Network.  Each  day,  the  AMA  will  update  the  POWER 
Network  hotline  with  the  latest  information  on  the  House  and  Senate  floor 
debate.  Callers  will  hear  a message  describing  floor  activity,  its  impact  on 
organized  medicine  and  clear  instructions  on  how  they  can  have  maximum 
impact  on  important  upcoming  votes. 

Physicians  and  their  families  are  encouraged  to  contact  their  senators  and 
representatives  to  seek  support  for  organized  medicine. 

The  situation  in  Congress  changes  daily.  This  toll-free  number  will  help 
keep  physicians  informed  on  the  latest  developments. 

Callers  will  also  learn  how  they  can  add  their  voice  to  support  organized 
medicine's  agenda. 


Call  the  hotline  at  (800)  833-6354. 

In  Washington,  D.C.,  call  (202)  408-7678. 


American  Medical  Association 


Physicians  dedicated  to  the  health  of  America 


EDITORIAL 


Attrition 


Many  people  ask  me  what  an  internist  is.  I tell 
them  I am  a doctor  who  takes  care  of  adults  just 
as  a pediatrician  takes  care  of  children. 

When  I was  in  medical  school,  the  ivy 
league  professors  made  it  clear  to  us  that  if  we 
wanted  to  be  a “thinking”  physician,  we  would 
become  an  internist.  No  discussion  of  money,  no 
thoughts  as  to  lifestyle,  we  should  choose 
internal  medicine  because  of  the  breadth  of  the 
specialty  and  the  diagnostic  dilemmas  which 
would  keep  us  intellectually  sharp  and  active. 

And  so,  11  years  later,  I am  an  internist 
in  a small  town.  A doctor  in  practice  by  myself. 
Clearly  a dying  breed  in  the  business  of 
medicine. 

Is  what  I have  become  so  very  unique?  I 
think  so.  I think  my  practice  is  very  special 
because  my  patients  are  special.  They  are  my 
extended  family.  They  are  people  I have  known 
for  these  past  11  years.  I may  have  seen  them 
once  a year,  every  month  or  seen  them  through 
a crisis  in  the  hospital.  I usually  see  the  wife 
first  and  she  then  makes  her  husband  come. 
Often  I see  their  children  or  meet  them  along 
the  way. 

I hear  about  their  bowel  habits,  their 
sex  habits,  and  their  family  habits.  They  tell  me 
their  fears,  hopes,  and  dreams,  and  we  face  the 
challenge  of  illness  together.  Because  I live  in  a 
small  town,  I see  them  at  the  grocery  store  and 
when  I’m  playing  with  my  kids.  They  know 
where  I live  and  can  always  find  me. 

It  is  a kind  of  love  affair.  I love  and  care 
for  them  and  they  love  and  trust  me.  But  as  in 
any  family,  there  is  always  death.  Death  takes 
my  patients  from  me.  Many  are  fighters  to  the 
very  end,  and  refuse  to  let  go.  Others  go  with 
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such  grace  and  dignity  and  faith.  But  all  of  the 
people  stay  with  me.  They  come  on  my  rounds 
guiding  me  from  room  to  room.  They  walk  with 
me  through  the  forests  on  my  hikes.  When  the 
wind  blows,  their  voices  whisper  in  my  ear. 
They  tell  me  they  love  me,  and  that  the  nights 
awake  are  worth  it.  They  tell  me  my  children 
will  forgive  me  if  I am  not  home  for  dinner. 
They  tell  me  that  the  art  of  medicine  is  not  gone, 
is  not  lost  to  the  business,  and  that  if  I fight  for 
them  they  will  fight  for  me. 

When  I lay  in  bed  at  night,  I pray  that 
what  they  whisper  is  true.  For  I know  that  if 
love  is  lost,  if  the  human  bond  we  have  is 
broken,  then  what  makes  doctoring  so  special 
will  be  just  another  lost  art  in  our  modern 
world.  And  so  I pray  we  choose  not  to  lose  so 
much. 

Nancy  A.  Union,  MD 
Lewes 
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MILLSBORO  MEDICAL  OFFICE  SUITES 

jj}  NORTH  & SOUTH  (J, 

CLASS  ”A"  Office  Space  in  Sussex  County 


======^^ 

Premier  Medical  Office  Space  Available 


Prime  location  in  Millsboro,  Delaware  - The  heart  of  rapidly  growing  Sussex  County. 
131,000  patients  within  20  miles  of  this  location. 

Tenants  have  already  commited  to  9000  sq.  ft.,  including  an  Outpatient  Eye  Surgery 
Center,  an  Ophthalmology  office.  Outpatient  Radiology  Services,  and  an  Outpatient  Commercial 
Laboratory. 

Construction  on  Phase  One  to  be  completed  in  Fall  1994 

• Highly  visible,  easily  accessed  off  Rt.  113,  just  south  of  Rt.  24  intersection 

• Three  story  steel  construction  with  attractive  brick  and  glass  veneer. 

• Full  size  elevator,  ample  parking,  and  public  water  and  sewer. 

• Suites  may  be  leased,  leased  with  an  option  to  buy,  or  purchased  as  a condominium  unit. 


Don 't  miss  this  unique  opportunity  while  space  is  still  available . 
For  more  information  contact 

Medical  Design  Consultants 

P.O.  Box  21 

Milford,  Delaware  19963 

(302)  422-9530 


PRESIDENT  S PAGE 


Where  Do  We  Go  from  Here? 


My  first  President’s  Page  last  year  warned  that 
the  Clinton  Plan  was  a “prescription  for 
disaster.”  We  have  seen  the  loop  close,  and  the 
plan  is  dead.  Do  I feel  good?  Not  really  — I am 
relieved,  but  not  reassured  that  it  died  for  the 
right  reasons.  It  seems  part  of  the  human 
psyche  that  we  avoid  difficult  choices  until  a 
crisis  intervenes.  I believe,  as  a nation,  we  are 
avoiding  some  crucial  areas  of  the  debate 
necessary  to  restructure  our  health  care 
system  for  the  future.  The  issues  involved  are 
complex,  but  not  esoteric,  and  all  Americans 
should  be  involved,  at  some  level,  in  this 
debate. 

Organized  medicine  is  at  an  important 
juncture.  With  the  probable  absence  of  federal 
involvement  in  “health  care”  in  the  near  term, 
“reform”  for  the  practicing  physician  means 
“managed  care.”  The  AMA  and  other  branches 
of  organized  medicine  have  difficult  decisions 
to  make  regarding  where  to  direct  limited 
resources.  Managed  care,  and  its  ramifica- 
tions, have  been  a surprise  and  a shock  to  many 
practices.  The  treadmill  spins  ever  faster  as 
overhead  is  forced  up  and  reimbursement 
declines.  We  are  performing  managerial  roles 
for  the  insurers,  and  receiving  no  compensa- 
tion for  this  work.  Coping  with  this  change 
occupies  us  daily,  and  it  may  be  appropriate  for 
our  organizations  to  fight  the  battles  address- 
ing these  immediate  physician  worries. 
Certainly  here  in  Delaware,  dealing  with 
managed  care  will  be  a difficult  issue  for  the 
next  two  or  three  years. 

Other  areas,  including  tort  reform, 
antitrust  legislation  and  any  willing  provider 
laws,  are  emotional  subjects  for  virtually  all 
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physicians.  Our  national  and  state  societies 
must  now  decide  how  much  energy  to  devote  to 
them.  In  our  primary  care  practice,  we  have 
not  seen  the  promised  increased  income,  but 
we  have  experienced  more  “hassles”  and 
higher  overhead.  We  need  help  in  dealing  with 
these  pressures,  especially  from  the  large 
insurers,  and  look  to  our  general  and  specialty 
societies  for  support. 

As  important  as  these  immediate  problems 
are  to  practicing  physicians,  I believe  we  must 
continue  to  urge  comprehensive,  broad  reform. 
The  AMA  set  a standard  in  1990,  with  Health 
Access  America,  that  still  stands.  The  health 
reform  plan  developed  by  MSD  remains  both  a 
worthy  and  achievable  goal.  It  is  necessary  for 
physicians  to  back  comprehensive  reform  for  a 
simple  reason,  the  crunch  is  inevitable.  The 
ultimate  drivers  of  escalating  costs  — 
technology  and  demand  for  services  — 
continue  unabated.  Escalating  costs  have  been 
financed  in  the  past  by  cost- shifting.  Continu- 
ing reductions  in  Medicare  and  Medicaid 
payments,  combined  with  managed  care 
“savings”  efforts,  guarantee  the  collapse  of  this 
fragile  financing  system.  This  will  be  the  crisis 
that  demands  a solution.  If  medicine  does  not 
have  a credible  and  fair  reform  plan  to  offer,  we 
could  find  ourselves  with  a plan  (or  plans) 
every  bit  as  undesirable  as  the  Clinton  Plan. 

Almost  certainly  there  will  be  a legislative 
lull  for  health-related  bills.  Organized  medi- 
cine needs  to  fill  this  void  with  our  voices 
urging  the  goals  outlined  in  Health  Access 
America.  Our  immediate  legislative  needs 
must  be  couched  in  the  context  of  this  overall 
plan  if  we  are  realistic  about  passage  of 
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malpractice  reform,  antitrust  reform  and  any 
willing  provider  prior  to  comprehensive 
reform. 

This  is  my  final  President’s  Page,  and  I 
wish  to  thank  the  Physicians  of  the  Society  for 
the  honor  of  serving  as  you  president. 
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Homicide  Mortality  in  Delaware: 
Variations  by  Age,  Race  and  Sex 


Mary  E.  Cannon,  PhD 


Summary 

Recently,  the  subject  of  violence  and  its 
consequences  has  garnered  increasing  media 
attention.  Health  professionals  and  policy 
makers  have  also  expressed  concern  about 
violence  in  our  society.  There  are  ample 
scientific  data  that  illustrate  the  magnitude  of 
the  problem  of  violent  death,  especially  among 
young  males,  in  the  United  States.  This  article 
presents  available  mortality  data  indicating 
the  magnitude  of  the  problem  of  violent  death 
among  Delaware  residents.  In  specific,  the 
discussion  examines  variations  by  age,  race, 
and  sex  and  reveals  that  Delaware  mortality 
rates  for  Homicide  and  Legal  Intervention  are 
significantly  lower  than  U.S.  rates,  especially 
among  black  males. 

Introduction 

Recently,  the  subject  of  violence  has  garnered 
considerable  attention  in  the  media.  News  and 
talk-show  discussion  of  fatal  and  nonfatal 
injuries  due  to  violent  acts  have  become 
commonplace.  Health  professionals  and  policy 
makers  have  also  expressed  concern  about 
violence  in  our  society.  In  a departure  from  the 
traditional  view  that  violent  behavior  and  its 
consequences  are  the  purview  of  the  criminal 
justice  system,  the  prevention  of  fatal  and 
nonfatal  injuries  due  to  violence  is  now  part  of 
the  mission  of  public  health  policy.1,2  Nearly 
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every  American  is  keenly  aware  that  violence 
is  a major  contributor  to  injury,  disability,  and 
premature  death.  Relative  to  the  total  number 
of  deaths  each  year,  deaths  due  to  Homicide 
and  Legal  Intervention  involve  a dispropor- 
tionately large  number  of  years  of  potential  life 
lost  (YPLL)  when  compared  to  other  causes  of 
death.  This  is  explained  by  the  relatively  young 
ages  of  victims.3 

There  are  ample  scientific  data  that 
illustrate  the  magnitude  of  the  problem  of 
violent  death,  especially  among  young  males, 
in  the  United  States.  For  example,  nationally, 
Homicide  and  Legal  Intervention  ranked  as 
the  second  major  contributor  to  shorter  life 
expectancy  among  black  males,  accounting  for 
22.5  percent  of  the  decline  in  life  expectancy 
while  HIV  Infection  I AIDS  accounted  for  50.6 
percent.4  In  addition,  when  compared  to  other 
developed  nations,  the  U.S.  has  higher 
mortality  rates  for  violent  deaths.  Figure  1 
illustrates  the  very  high  mortality  rate  due  to 
homicide  and  other  violence  among  males  ages 
15  through  24  years  compared  to  their  cohorts 
in  other  industrialized  countries.  Finally,  data 
in  the  Delaware  Injury  Book , prepared  by  the 
Delaware  Division  of  Public  Health  in  1994, 
indicate  Homicide  is  one  of  the  top  three  causes 
of  injury  deaths  in  Delaware  among  nearly  all 
age  groups  under  55  years.5 

The  purpose  of  this  report  is  to  explore 
available  mortality  data  and  to  assess  the 
magnitude  of  the  problem  of  violent  death 
among  Delaware  residents.  In  specific,  the 
discussion  examines  variations  by  age,  race, 
and  sex.  The  data  for  this  analysis  were 
obtained  from  Delaware  death  certificates  and 
reflect  the  underlying  cause  of  death  of  the 
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decedent.  The  data  were  coded  and  compiled  in 
accordance  with  regulations  adopted  by  the 
World  Health  Organization  (WHO)  and  the 
National  Center  for  Health  Statistics  within 
the  U.S.  Public  Health  System.6 


Delaware  Profile 

During  the  five-year  period  1988-1992, 
Homicide  and  Legal  Intervention  ranked  as 
the  fourteenth  leading  cause  of  death.  A total  of 


Figure  1.  International  Mortality  Rates  for  Homicide  and  Other  Violence  for  Males  15-24  Years  of 
Age  for  Most  Recent  Data  Year  Reported,  1988-1991.  Source:  World  Health  Organization  Statistics 
Annuals,  1991  and  1992. 
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204  Delaware  residents  died  during  this  period 
as  victims  of  a violent  death  (ICD-9  codes  E960- 
E978)  accounting  for  0.7  percent  of  all  deaths 
during  that  period.  These  deaths,  however, 
accounted  for  4.0  percent  of  the  total  YPLL  for 
this  period.  Overall,  the  age-race-sex  adjusted 
mortality  rate  for  Homicide  and  Legal 

Intervention  in  Delaware  during  the  period 
1987  through  1991  was  4.9  per  100,000 
population  compared  to  8.2  nationally,  as 
shown  in  Table  1.  Compared  to  rates  for  other 
causes  of  death  in  Delaware  during  this  period, 
Homicide  and  Legal  Intervention  had  an  age- 
race-sex  adjusted  rate  similar  to  Leukemia 
(5.0).  Mortality  rates  for  Unintentional 
Injuries  (34.0)  and  Suicide  (13.3)  are 

considerably  higher. 


Area 

Rate 

United  States 

8.2 

Delaware 

4.9 

Kent  County 

4.6 

New  Castle  County 

4.6 

Sussex  County 

6.3 

Table  1.  Five-Year  Average  Age-Race-Sex 
Adjusted  Mortality  Rates  per  100,000  Popula- 
tion for  Homicide  and  Legal  Intervention, 
1987-1991:  U.S.,  Delaware  and  Counties. 
Source:  Delaware  Health  Statistics  Center 


Regionally,  during  the  three-year  period 
1988-1990,  age-adjusted  rates  for  all  males 
reveal  Delaware  had  the  lowest  rates,  as 
shown  in  Table  2.  Delaware,  New  Jersey  and 
Pennsylvania  males  have  rates  that  are 
significantly  lower  than  U.S.  rates.  Maryland 
and  District  of  Columbia  males  have  higher 
rates  and  rank  among  the  ten  highest  rates  in 
the  country.7 

Age,  Race  and  Sex  Variations 

During  the  five-year  period  1988-1992, 
Homicide  and  Legal  Intervention  ranked 
among  the  top  three  leading  causes  of  death  for 
all  age  groups  between  1 and  24  years  but  not 
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Area 

Rate 

United  States 

14.9 

Delaware 

7.1 

District  of  Columbia 

96.8 

Maryland 

19.1 

New  Jersey 

8.8 

Pennsylvania 

10.4 

Virginia 

12.4 

Table  2.  Three-Year  Average  Mortality  Rates 
per  100,000  Males  for  Homicide  and  Legal 
Intervention,  1988-1990:  U.S.,  Delaware  and 
Nearby  States.  Source:  National  Center  for 
Health  Statistics 


for  those  in  any  older  age  group.  Homicide  and 
Legal  Intervention  was  the  second  leading 
cause  among  those  1 to  4 years  of  age  and  the 
third  leading  cause  among  those  5 to  14  years 
and  those  15  to  24  years.  During  the  same 
period,  statewide  and  in  each  county,  the 
highest  age-specific  rates  occurred  in  the  age 
group  25  through  34  years.  The  median  age 
among  victims  during  the  period  1988  through 
1992  was  31  years. 

Race-sex  group  comparisons  in  Table  3 
reveal  black  males  have  the  highest  age- 
adjusted  rates  for  Homicide  and  Legal 
Intervention , both  nationally  and  locally.  Rates 
among  black  males  in  Delaware  and  in  each 
county,  however,  are  not  only  statistically 
significantly  lower  than  rates  nationally,  but 
are  substantially  lower.  Moreover,  all  race-sex 
groups  in  Delaware  except  white  females  have 
statistically  significantly  lower  rates  than 
nationally.  Rates  for  Delaware  white  females 
do  not  differ  from  U.S.  rates. 

Age  Variations  Within  Race-Sex  Groups 

Several  age  variations  are  noted  within 
each  of  the  four  race-sex  groups  shown  in 
Figure  2.  In  each  race-sex  group  except  black 
males,  rates  are  highest  for  the  age  group  25  to 
34  years.  Among  black  males,  rates  for  the  age 
group  15  to  24  years  were  slightly  higher  than 
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Area 

White 

M 

F 

Black 

M 

F 

United  States 

8.4 

2.9 

63.2 

13.0 

Delaw  are 

4.9 

2.8 

22.2 

8.3 

Kent  County 

6.3 

2.2 

14.0 

3.7 

New  Castle  County 

4.1 

2.6 

23.3 

10.1 

Sussex  County 

6.6 

4.0 

26.3 

7.0 

Table  3.  Five-Year  Average  Age-Adjusted 
Rates  per  100,000  Population  for  Homicide  and 
Legal  Intervention  by  Race  and  Sex,  1987- 
1991:  U.S.,  Delaware  and  Counties.  Source: 
Delaware  Health  Statistics  Center 


the  age  group  25  to  34  years.  Further,  among 
black  males,  Delaware  rates  are  substantially 
below  U.S.  rates  across  age  groups  spanning  15 
through  74  years.  Otherwise,  Delaware  rates 
for  white  males,  white  females,  and  black 
females  remain  slightly  lower  than  or  very 


similar  to  U.S.  rates  for  each  age  group.  Where 
Delaware  rates  exceed  U.S.  rates  (the  age 
groups  under  age  5 years  and  85  years  and 
older),  the  Delaware  rates  are  based  on  very 
small  numbers  and  differences  are  not 
statistically  significant.  Thus,  the  lower  rates 
for  Delaware  black  male  youths  and  young 
adults  account  for  Delaware’s  “^overall  lower 
mortality  rates  for  Homicide  and  Legal 

Intervention. 

Patterns  of  Change  Since  1979 

Overall,  Delaware  patterns  of  age-adjusted 
mortality  rates  for  Homicide  and  Legal 

Intervention  since  1979  are  very  similar  to 
national  patterns  for  each  race-sex  group.  As 
shown  in  Figure  3,  different  patterns  occur  in 
each  of  the  four  race-sex  groups.  These  age- 
adjusted  data  indicate  little  change  locally  or 
nationally  among  white  males  and  white 


Figure  2.  Five-Year  Average  Age-Specific  Mortality  Rates  by  Race-Sex  Group  for  Homicide  and 
Legal  Intervention,  U.S.  and  Delaware,  1987-1991.  Sources:  Delaware  Health  Statistics  Center, 
National  Center  for  Health  Statistics. 
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females.  Among  both  Delaware  and  U.S.  black 
males  and  black  females,  however,  some 
variation  is  evident  as  a dip  in  rates  occurred 
during  several  five-year  periods  during  the 
mid-1980s.  This  pattern  is  more  pronounced 
for  black  males  than  for  black  females  and  is 
most  noticeable  for  U.S.  black  males.  For  U.S. 
and  Delaware  black  females,  increases  are 
evident  but  have  been  much  smaller  than  for 
black  males  and  rates  remain  below  those  for 
black  males. 

Trend  data  for  the  period  1979  to  1992  for 
specific  age  groups  were  examined  to  identify 
patterns  that  diverge  from  either  local  or 
national  patterns  overall.  In  each  race-sex 
group,  patterns  for  the  age  group  with  the 
highest  rates,  25  to  34  years,  appear  virtually 
the  same  as  patterns  in  Figure  3.  Patterns  for 
the  youngest  age  group,  0 to  4 years,  indicate  a 
slight  increase  nationally  for  both  black  males 
and  females.  In  Delaware,  due  to  the  very 


small  numbers  of  homicides  in  this  age  group, 
considerable  variation  in  rates  in  each  race-sex 
group  has  occurred.  In  each  five-year  period 
since  1985-1989,  however,  Delaware  rates  for 
children  under  five  years  in  all  four  race-sex 
groups  exceeded  national  rates  but  differences 
are  not  statistically  significant. 

Finally,  as  shown  in  Figure  4,  patterns  for 
the  age  group  15  to  24  years  reflect  patterns 
similar  to  those  for  all  ages  combined.  These 
age-specific  data  indicate  little  change  locally 
or  nationally  among  white  males  and  white 
females,  although  there  has  been  a slight 
increase  among  U.S.  white  males.  Among 
black  males  15  to  24  years,  U.S.  rates  have 
increased  sharply  since  the  early  1980s  while 
Delaware  rates  fell  and  then  rose  more 
moderately.  For  U.S.  and  Delaware  black 
females,  increases  are  evident  but  have  been 
much  smaller  and  rates  remain  below  those  for 
black  males. 


White  Males 


Black  Males 


White  Females 


Black  Females 


Figure  3.  Five-Year  Average  Age-Adjusted  Mortality  Rates  by  Race-Sex  Group  for  Homicide  and 
Legal  Intervention,  U.S.  and  Delaware,  1979-1992.  Sources:  Delaware  Health  Statistics  Center, 
National  Center  for  Health  Statistics. 
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Summary 

The  data  presented  here  suggest  the  following. 

□ Delaware’s  age-adjusted  rates  are 
substantially  below  U.S.  rates  for  black 
males,  white  males,  and  black  females 
and  are  virtually  the  same  for  white 
females. 

□ Both  nationally  and  in  Delaware,  black 
males  are  victims  of  homicide  and 
other  violence  to  a substantially 
greater  extent  than  are  other  race-sex 
groups. 

□ Differences  between  Delaware  and  the 
nation  are  most  pronounced  for  black 
males,  particularly  for  black  males 
between  15  and  34  years  of  age. 


□ Among  black  males  and  females  in 
Delaware  and  the  nation,  rates  have 
increased  since  the  mid-1980s,  most 
noticeably  for  U.S.  black  males  15  to  24 
years. 
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Showroom:  Old  Baltimore  Pike  Ind.  Pk. 

83  Albe  Dr.  Newark.  DE 

Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 


WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 


vip 

- I Vendor 

I Spotlight 


STI  Computer  Services  is  a VIP  'Preferred' vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 


Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 

Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 


Del  Med  Jrl,  November  1994,  Vol  66  No  11 


597 


Serving  Your  Friends  & 
Neighbors  in  Maryland  Since  1982 


Delmarva  Health  Plan 


Licensed  in  Delaware  & Maryland 

Offering  Progressive  HMO  Products 
for  Groups  & Individuals 

For  information  on  how  to  become  a participating  DHP  provider 
call  the  Provider  Services  Department: 

(800)  334-3427,  ext.  146 

or  write: 

Delmarva  Health  Plan 
P.O.  Box  2410 
Easton,  MD  21601 


Will  Managed  (are 
Consume  Your  Practice? 


At  Cancer  Treatment  Centers 
of  America™,  our  Affiliates 
Program  is  on  the  cutting  edge 
of  healthcare  innovation. 

Oncology  physicians  who 
join  the  Affiliates  Program 
have  access  to  clinical 
research  protocols,  extensive 
patient  support  programs, 
and  comprehensive  practice 
support. 

Practice  support  services 
include:  national  managed 
care  contracting,  clinical  out- 
come analysis,  direct  patient 


referrals,  financing,  group 
purchasing,  and  insurance. 

Our  approach  is  designed 
to  empower  physicians  to  pro- 
vide patient  care  which  is  effi- 
cacious, cost  effective,  and 
ethical.  And  our  philosophy  is 
simple.  You  take  care  of  the 
patients,  and  we  will  help  you 
with  all  of  the  rest. 

Consider  the  rewards  of  affili- 
ation with  Cancer  Treatment 
Centers  of  America™.  For  more 
information  please  call  us  at 
800/234-9113. 


OF  AMERICA 


3455  Salt  Creek  Lane  • Suite  200  • Arlington  Heights,  IL  • 60005-1090 


Interactions 

Medical  Staff  Leadership  Conference  — January  13-15,  San  Antonio,  Texas 


Health  system  reform  might  seem  like  a never-ending  battle, 
but  with  leadership,  vision,  and  perseverance,  you  and  your 
medical  staff  can  overcome  any  obstacle.  Learn  what  it  takes 
to  succeed  in  today’s  rapidly  changing  environment.  Come  to 
Interactions  in  beautiful  San  Antonio,  Texas,  January  13-15. 

Experience  a new  way  of  thinking 
about  the  future. 

This  year’s  conference,  “Physician  Empowerment  and 
Teamwork  in  a Changing  Environment,”  will  help  you 
experience  a change  of  perspective  on  the  21st  Century. 

Learn  how  to  manage  change. 

During  Interactions,  we  will  address  emerging  trends  in 
health  care  delivery  and  how  best  to  manage  them.  Among 
the  trends  we  will  discuss  are: 

• Physician/hospital  • Physician  autonomy 

relationships  • Resource  allocation 

• Economic  competition  • Regulatory  constraints 

Gain  new  leadership  skills. 

Special  emphasis  will  also  be  placed  on  developing  and 
refining  your  strategic  planning,  team  building,  and  com- 


munication skills.  Each  participant  will  learn  how  to  be  a 
more  effective  arbitrator,  facilitator,  manager,  negotiator, 
problem  solver,  and  peacemaker. 

Your  team  leaders. 

Sponsored  by  the  American  Medical  Association,  in  cooper- 
ation with  the  National  Association  Medical  Staff  Services 
and  the  Texas  Medical  Association,  this  conference  features 
well  known  experts  from  the  health  care  field. 

Who  should  attend. 

The  curriculum  is  designed  to  benefit  experienced  and  newly 
elected  or  appointed  medical  staff  leaders,  including:  chiefs 
of  staff,  department  chairs,  vice  presidents  of  medical  affairs, 
medical  staff  committee  chairs,  and  medical  staff  services 
professionals*  Bring  a team  from  your  hospital! 

For  more  information  or  to  register,  call  800  621-8335. 

* The  AMA  designates  the  Interactions  conference  for  18 
credit  hours  of  Category  1 of  the  Physician’s  Recognition 
Award  of  the  AMA. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Can  Your  Patients 
Afford  Anything  Less  Than 

meiluili  Quality 
Pap  Smears? 

• Less  than  one  week  turnaround  time  for  normals 

• Only  ASCP-Certified  Cytotechnologists  on  staff 

• Cytotechs  limited  to  a maximum  of  1 00  slides  per  day; 
a long-standing  policy  at  Medlab 

• Two  full-time  clinically  experienced  Board-Certified 
Pathologists  on  staff 

• Mayo  Medical  Laboratory  the  reference  laboratory  for 
the  Mayo  Clinic,  available  for  consultations  on  difficult 
cases  at  no  additional  charge 

• Surgipath®  Pap  smear  organizer  available  at  no 
additional  charge 


For  further  information  please  contact  our  Marketing  Department  at  (302)  655-LABS  in 
Newcastle  County,  or  1-800-MEDLAB-l . Or  write  to:  MEDLAB  Clinical  Testing  Inc.,  PO.  Box  10770, 
Wilmington,  DE  19850-0770. 


CLINICAL  TESTING  INC. 


Welcome  to  the  POC  Tfeam! 


Dr’s.  John  O'Neill  & Curt  Blacklock 
Dr’s.  Mark  & Deborah  Wingel 
Brutscher-Glick  Urology 
Jose  L Mesa,  M.D. 


Learn  what  other  Medical  Society  of 
Delaware  members  are  discovering.  The  most 
flexible  and  cost  effective  medical  software 
available,  Stellimann  Kaissey's  POC  and  POCLite 
are  completely  integrated  software  programs  that 
schedule  and  track  patients,  bill  electronically  to 
over  140  insurance  carriers  with  no  per  claim 
charges,  maintain  medical  records  and  connect  with 
Medlab. 

A sub-committee  on  physician  office 
computerization  has  been  created  by  MSD  to 
implement  electronic  links  through  your  office 
computer  to  other  doctor's  offices,  labs,  insurance 
companies  and  hospitals.  As  a member,  SKL  has 
pledged  to  make  these  links  available  to  POC  users 
free  of  charge. 

Because  we  are  a local  company,  our 
agenda  is  to  provide  the  most  comprehensive 
practice  management  software  with  specific 
attention  to  Delaware  needs.  Since  we  own  POC, 
we  answer  only  to  you. 

If  you  are  a first  time  software  buyer,  SKL 
offers  POC  and  POCLite  at  discounted  pricing  for 
MSD  members.  Pricing  for  single-user  POCLite 
starts  at  $995. 


Please  consider  the  following  offer  if  you 
already  have  a practice  management  software 
program. 

For  a limited  time,  SKL  will  provide  the 
POC  program  to  offices  who  are  using  other 
practice  management  software  for  a $250  license 
fee!  This  represents  a savings  of  thousands  of 
dollars.  Unlimited  training  is  $500  and  data 
conversion  is  free  in  most  cases.  Software  support 
varies  based  on  practice  size. 

Endorsed  by  the  Medical  Society  of 
Delaware,  you  are  ensured  a full  refund  of  your 
investment  if  you  are  not  absolutely  satisfied  with 
the  product  or  the  support. 

Whether  you  are  computerized  or  not,  this 
is  an  opportunity  you  don't  want  to  miss.  For  more 
information,  a free  evaluation  of  your  practice 
needs,  or  a POC  demonstration,  call  888-3200  now 
and  ask  for  Robert  Joseph. 


the  SKL  building  . 501  shipley  street . Wilmington,  delaware  19801  . telephone  302  888  3200  . facsimile  302  888  3218 
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The  Epidemiology  of  Lyme  Disease  in  Delaware  1989-1992 

David  Wolfe,  RN,  MPH 
Cara  Fries,  PhD 
Kenneth  Reynolds,  BS,  MS 
Leroy  Hathcock,  PhD 


Abstract 

Objectives 

The  study  was  conducted  to  describe  the 
temporal,  geographic,  demographic  and  treat- 
ment characteristics  of  Lyme  disease  in 
Delaware  and  to  assist  health  planners  in 
developing  and  implementing  control  strate- 
gies. 

Methods 

All  physician-submitted  Centers  for  Dis- 
ease Control  and  Prevention  (CDC)  follow-up 
Lyme  disease  report  forms  from  1989  through 
1992  were  reviewed  for  completeness.  Data 
were  gathered  from  completed  forms  only.  All 
cases  were  classified  according  to  the  1990 
CDC  surveillance  case  definition.  Cases  were 
further  subdivided  into  two  groups.  Antibiotic 
usage  patterns  were  then  identified  for  each 
group.  Data  on  the  percentage  of  infected  ticks 
by  county  were  obtained  from  a 1988  study 
conducted  by  the  University  of  Delaware; 
Delaware  Health  and  Social  Services,  Division 
of  Public  Health;  and  the  Department  of 
Natural  Resources  and  Environmental  Con- 
trol. 

Mr.  Wolfe  is  an  epidemiologist  with  the  Delaware  Division 
of  Public  Health,  Dover,  DE. 

Dr.  Fries  is  with  The  School  of  Life  and  Health  Sciences, 
The  University  of  Delaware,  Newark,  DE. 

Mr.  Reynolds  is  a Wildlife  Program  manager  with  the 
Delaware  Department  of  Natural  Resources  and  Environ- 
mental Control,  Dover,  DE. 

Dr.  Hathcock  is  the  Delaware  State  Epidemiologist, 
Delaware  Division  of  Public  Health,  Dover,  DE. 
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Results 

Reported  cases  of  Lyme  disease  increased 
246  percent  between  1989  and  1992.  The  1992 
statewide  incidence  rate  was  12.6  cases  per 
100,000  population.  Whites  were  four  times 
more  likely  to  contract  Lyme  disease  than  were 
blacks.  The  majority  of  cases  were  reported 
between  June  and  October.  The  number  of 
patients  being  treated  with  oral  antibiotics  for 
localized  disease  for  three  weeks  or  longer 
increased  from  52  percent  in  1991  to  94  percent 
in  1992.  Ixodid  ticks  infected  with  Borrelia 
burgdorferi  were  found  in  all  three  counties. 

Conclusion 

The  Delaware  State  Board  of  Health  made 
Lyme  disease  reportable  in  September  1989. 
This  requirement  increased  the  quality  of 
Lyme  disease  surveillance;  however,  the 
disease  is  probably  under-reported  since 
Delaware  does  not  actively  solicit  Lyme  disease 
reports.  Delaware’s  case  data  reflect  national 
data  which  indicate  an  increase  in  reported 
cases.  A trend  toward  longer  duration  of 
treatment  for  localized  Lyme  disease  is 
evident. 

Background 

Lyme  disease  is  a tick-borne,  spirochetal, 
zoonotic  disease  transmitted  by  the  deer  tick 
Ixodes  scapularis  (formerly  Ixodes  dammini). 
The  spirochete,  Borrelia  burgdorferi,  causes 
dermatologic,  rheumatic,  neurologic,  and 
cardiac  signs  and  symptoms;  most  commonly, 
erythema  migrans  (EM),  arthritis  and 
arthralgia,  heart  block  and  Bell’s  Palsy.  The 
disease  is  treated  with  antibiotics  adminis- 
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tered  orally  or  intravenously. 

The  Centers  for  Disease  Control  and 
Prevention  (CDC)  initiated  Lyme  disease 
surveillance  in  1982,  and  in  January  1991, 
Lyme  disease  became  reportable  to  the  CDC 
through  the  National  Electronic  Telecommuni- 
cations System  (NETTS).  Since  reporting  was 
initiated,  47  states  have  reported  cases  of  Lyme 
disease.  During  1992,  Lyme  disease  accounted 
for  more  than  90  percent  of  all  vector-borne 
illnesses  in  the  United  States,  with  9,895  cases 
reported  to  the  CDC.  The  northeastern,  mid- 
Atlantic,  north  central  and  Pacific  coastal 
regions  reported  most  of  the  cases.1 

The  1992  national  incidence  rate  was  3.9 
cases  per  100,000  population.  Connecticut 
reported  the  highest  state  rate:  53.6  cases  per 

100.000  population.  Nantucket  County,  Mas- 
sachusetts reported  the  highest  county  rate: 

449.1  cases  per  100,000  population.1 

The  Delaware  State  Board  of  Health  made 
Lyme  disease  reportable  in  September  of  1989. 
Since  then,  242  cases  of  Lyme  disease  have 
been  confirmed.  During  1992,  83  cases  of  Lyme 
disease  were  reported  yielding  a statewide 
attack  rate  of  12.6  cases  per  100,000 
population. 

Chart  1 depicts  Delaware’s  communicable 
disease  surveillance  system.  Physicians,  labo- 
ratories and  hospitals  report  Lyme  disease  to 
the  Delaware  Division  of  Public  Health 
through  a mail-in  postcard  size  disease  report 
form.  The  Epidemiology  Branch  follows  up  the 
report  by  mailing  a standard  CDC  Lyme 


Chart  1.  Lyme  Disease,  Delaware's  Surveil- 
lance System. 


disease  case  report  form  to  the  attending 
physician.  The  physician  completes  the  form 
and  returns  it  to  the  Epidemiology  Branch.  The 
CDC  case  report  form  is  then  reviewed,  and  the 
case  classified  as  either  a confirmed  or 
unconfirmed  case,  based  upon  the  October 
1990  CDC/Council  of  State  and  Territorial 
Epidemiologists  (CSTE)  case  definition  (see 
Appendix  A). 

Data  gathered  from  these  forms  were  used 
to  prepare  this  paper,  which  describes  the 
temporal,  geographic,  demographic  and 
treatment  characteristics  of  Lyme  disease  in 
Delaware. 

Methods 

All  physician-submitted  CDC  follow-up 
Lyme  disease  report  forms  (physician  report 
form)  from  1989  through  1992  were  reviewed  . 
A case  was  considered  confirmed  if  it  met  one  of 
the  following  criteria: 

1.  A patient  having  erythema  migrans 
(EM),  as  noted  by  the  physician  on  the 
report  form. 

OR 

2.  A case  with  a positive  serologic  test  and 
at  least  one  rheumatologic,  neurologic 
or  cardiologic  manifestation. 

Cases  were  then  subdivided  into  two  disease 
categories. 

1.  Localized  — patients  exhibiting  only 
EM. 

OR 

2.  Disseminated  — patients  exhibiting 
one  or  more  systemic  manifestations  of 
disease  (rheumatologic,  neurologic  or 
cardiac)  and  a positive  serologic  test  for 
Lyme  disease. 

Data  gathered  from  the  1991  and  1992 
physician  report  forms  were  analyzed  to 
determine  trends  in  treatment  regimes. 
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White-Tailed  Deer  Study 

During  the  November  1988  shotgun  deer 
season,  the  University  of  Delaware,  the 
Delaware  Department  of  Natural  Resources 
and  Environmental  Control,  and  the  Division 
of  Public  Health  conducted  a survey  of  ticks 
found  on  harvested  white-tailed  deer.  Data 
collected  noted  the  location  of  the  deer  kill,  the 
number  of  ticks  on  each  deer,  the  species  of 
tick,  and  whether  or  not  the  tick  was  infected 
with  Borrelia  burgdorferi.  Such  data  were  also 
used  to  prepare  the  map  depicting  the 
distribution  of  ticks  infected  with  Borrelia 
burgdorferi. 

Results 

During  the  period  1989-1992,  551  Lyme 
disease  follow-up  forms  were  sent  to  physicians. 
Four  hundred  eighty-seven  (88  percent)  of  the 
forms  were  returned.  After  reviewing  the 
forms,  242  cases  met  the  case  surveillance 
definition.  Approximately  70  percent  of  these 
cases  were  reported  between  June  and 
October.  These  data  are  summarized  in  Chart 
2 and  Figure  1. 

Case  rates  by  county  are  given  in  Figure  2. 
During  the  four  year  study  period,  New  Castle 
County  had  consistently  higher  rates  per 

100,000  population  than  did  Kent  or  Sussex 
counties.  New  Castle  County’s  rate  increased 
297  percent  from  4.2  cases  per  100,000 
population  in  1989  to  16.7  cases  per  100,000 


Chart  2.  Lyme  Disease,  Report  Follow-Up 
Delaware,  1989-1992. 
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Number  of  Cases 


Figure  1.  Lyme  Disease,  Confirmed  Cases  by 
Month,  Delaware,  1989-1992. 

population  in  1992.  Kent  County’s  rate 
increased  163  percent  from  2.7  cases  per 

100,000  population  in  1989  to  7.1  cases  per 

100,000  population  in  1992.  Sussex  County’s 
rate  increased  104  percent  between  1989  and 
1991  but  then  decreased  to  the  1989  rate  of  2.6 
cases  per  100,000  population  in  1992. 

During  the  four  year  study  period,  age- 
specific  incidence  rates  were  highest  among 
the  age-group  50-59  (15.7  cases  per  100,000 
population),  and  lowest  among  the  20-29  and 
30-39  year  age-group  (5.7  and  7.6  cases  per 

100,000  population,  respectively).  Twenty-five 
percent  of  confirmed  cases  were  between  the 
ages  of  one  and  20.  Figure  3 summarizes  the 
case  rates  by  10  year  age  groups. 

Figure  4 summarizes  the  case  rates  per 

100,000  population  by  race  for  the  study 


Figure  2.  Lyme  Disease  Confirmed  Cases  by 
County,  Delaware,  1989-1992. 
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Figure  3.  Lyme  Disease  Confirmed  Cases  by 
Age,  Delaware,  1989-1992. 

period.  The  case  rate  for  whites  increased  323 
percent  from  3.5  cases  per  100,000  population 
in  1989  to  14.4  cases  per  100,000  population  in 
1992.  The  case  rate  for  blacks  showed  little 
variation,  averaging  3.5  cases  per  100,000 
population.  Whites  were  four  times  more  likely 
to  contract  Lyme  disease  than  were  blacks 
during  1992. 

Four  hundred  five  deer  were  examined  at 
deer  checking  stations  during  the  1988 
statewide  shotgun  season.  The  proportion  of 
deer  carrying  ticks  was  119/155  (76.7  percent) 
in  New  Castle  County;  87/109  (79.8  percent)  in 
Kent  County;  and  116/141  (82.2  percent)  in 
Sussex  County. 

Of  the  3,313  ticks  collected,  2,818  (85.1 
percent)  were  identified  as  Ixodes  scapularis, 
484  (14.6  percent)  as  Dermacentor  albipictus 


Figure  5.  Percentage  of  Ixodes  scapularis 
Infected  with  Borrelia  burgdorferi,  Delaware, 
1988.  Source:  Cara  Fries,  PhD,  University  of 
Delaware. 

and  11  (0.3  percent)  as  Amblyomma 

americanum.  Borrelia  burgdorferi  was 
identified  in  Ixodes  scapularis  only. 

Infected  ticks  were  identified  in  all  three 
counties.  Figure  5 illustrates  the  percentage  of 
infected  ticks  by  county.  In  New  Castle 
County,  most  of  the  infected  ticks  were  found 
in  areas  around  Hockessin/Yorklyn,  Newark 
and  Townsend/Blackbird.  In  Kent  County, 
areas  near  Hartly  had  the  most  infected  ticks. 


Year 

BVl 

Jocrt 

Signs 

Beirs 

Palsy 

Other 

Nblto 

Canfac 

Total 

Cases 

No.  of  Cases  (%) 

1989 

19(79) 

7(29) 

3(12) 

2(8) 

1(4) 

24 

1990 

27(52) 

39(75) 

2(4) 

9(17) 

2(4) 

52 

1991 

41(49) 

48(55) 

7(8) 

10  (12) 

0(0) 

83 

1992 

44(53) 

41(49) 

16(19) 

7(8) 

1(1) 

83 

A physician  can  report  sewrai  sjgis,  thus  totals  are  > 100%  for 
each  year. 


Figure  4.  Lyme  Disease  Confirmed  Cases  by  Table  1.  Signs  and  Symptoms  of  Confirmed 
Race,  Delaware,  1989-1990.  Lyme  Disease  Cases,  Delaware,  1989-1992. 
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Find  out  what  they  didn't  teach 
ifou  in  medical  school  - 
how  to  manage  the  business  side 

of if  our practice! 


The  area's  only  exclusive,  accelerated  and  AACSB-accredited 
program  for  professionals  with  a track  record  of  success 


Check  out  these  advantages-. 

if  E xclusively  for  those  with  five  or  more  gears  of  experience 
if  £ xpressly  designed  to  be  completed  in just  19  months 
if  Extraordinarily  convenient  with  weekend  classes  in  Wilmington 
if  Expertly  taught  by  nationally  recognized  faculty 
Ir  Exactly  what  you  want 


Information  Session: 

5:30-7  p.m.,  Thursday,  Nov.  17 

Arsht  Hall,  2700  Pennsylvania  Ave. 
University  of  Delaware  Wilmington  Campus 


ITYof 

EIAWARE 


For  information,  contact  the  University  of 
Delaware's  MBA  Programs  Office 
at  (302)  831-2221. 


a 


HOLIDAY  CARD  SHARING 


Share  the  holiday  spirit  by  joining  in  the  AMA-ERF  (American  Medical  Association  - Education  Research 
Foundation)  Sharing  Card  Project. 

As  part  of  this  fund-raising,  an  elegant  greeting  card  is  sent  to  physicians  and  spouses  with  the  donors'  names 
inscribed.  Please  let  us  include  your  name! 

• Your  AMA-ERF  donation  is  TAX  DEDUCTIBLE. 

• No  LABOR  is  involved  on  your  part. 

• Your  regular  donation  to  your  ALMA  MATER  can  be  sent  through  AMA-ERF. 
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Figure  6.  Selected  Antibiotics  Used  to  Treat 
Localized  Lyme  Disease,  Delaware,  1991-1992. 

Signs  and  Symptoms 

Table  1 summarizes  Lyme  disease  signs  and 
symptoms  as  reported  by  Delaware  physicians. 

Treatment  Regimes 

Localized  Lyme  Disease 

Figure  6 compares  antibiotics  used  to  treat 
localized  Lyme  disease  during  1991  and  1992. 
Physicians  used  doxycycline  to  treat  70  percent 
of  patients  diagnosed  with  localized  Lyme 
disease.  This  represented  a 5 percent  increase 
from  1991.  The  median  duration  of  treatment 
with  doxycycline  was  24  days  in  1992  as 
compared  to  21  days  in  1991.  During  1992  the 
use  of  tetracycline  was  replaced  by  increases  in 


the  use  of  doxycycline,  ceftriaxone  and 
amoxicillin. 

Disseminated  Lyme  Disease 

During  1992,  physicians  used  doxycycline 
to  treat  56  percent  of  patients  diagnosed  with 
disseminated  Lyme  disease.  The  median 
duration  of  treatment  was  26  days.  Ceftriaxone 
was  prescribed  for  30  percent  of  cases  during 
1992.  This  represents  a 9 percent  increase  over 
its  use  in  1991.  The  median  duration  of 
treatment  was  14  days.  Figure  7 compares 
usage  patterns  between  antibiotics  used  to 
treat  disseminated  Lyme  disease  during  1991 
and  1992. 

Treatment  Duration 

During  1991,  52  percent  of  individuals 
diagnosed  with  localized  Lyme  disease  were 
treated  with  oral  antibiotics  for  three  weeks  or 
longer.  During  1992,  94  percent  of  individuals 
diagnosed  with  localized  Lyme  disease  were 
treated  with  oral  antibiotics  for  three  weeks  or 
longer.  The  percentage  of  individuals  diagnosed 
with  disseminated  Lyme  disease  and  treated 
for  three  weeks  or  longer  remained  unchanged 
from  1991  through  1992.  That  percentage 
remained  above  90  percent  during  1991  and 
1992.  During  1991  and  1992,  the  duration  of 
treatment  with  intravenous  antibiotics 
remained  the  same  (14  days)  whether  the 
disease  was  localized  or  disseminated  Table  2 
compares  1991  and  1992  with  respect  to 
duration  of  treatment  with  oral  antibiotics. 
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Figure  7.  Selected  Antibiotics  Used  to  Treat  Table  2.  Duration  of  Oral  Antibiotic  Treatment 
Disseminated  Lyme  Disease,  Delaware,  1991-  of  Lyme  Disease,  Delaware,  1991-1992. 

1992. 
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Discussion 

Nationally,  reported  cases  of  Lyme  disease 
have  increased  nineteen-fold  since  1982. 1,2 
Delaware’s  cases  have  tripled  since  1989  when 
reporting  became  mandatory.  Prior  to  1989, 
reporting  was  voluntary;  and  only  19  cases 
were  reported.  Several  factors  contributed  to 
this  increase:  a standardized  case  definition; 
increased  physician  and  public  awareness; 
increased  laboratory  testing;  required  reporting; 
and  a true  increase  in  the  number  of  cases.  All 
of  these  factors  contribute  to  accurate 
reporting  which  provides  a more  accurate 
profile  of  Lyme  disease  in  Delaware.  However, 
under-reporting  is  a major  limitation  of  passive 
surveillance  systems  such  as  the  physician/ 
laboratory-based  postcard  system  now  used  in 
Delaware.3  For  the  more  common  outpatient 
diseases,  only  10  percent  to  25  percent  of  the 
actual  number  of  cases  occurring  in  a 
community  may  be  reported.3,4  Therefore,  even 
though  case  counts  have  been  consistent  over 
the  last  two  years,  these  counts  probably 
under-estimate  the  true  incidence  of  Lyme 
disease  in  the  state. 

During  1992,  whites  were  four  times  more 
likely  to  contract  Lyme  disease  than  were 
blacks.  Some  factors  which  may  contribute  to 
this  disparity  are  frequency  of  outdoor  activity, 
tick  feeding  preferences,  living  location 
(suburban  versus  urban),  susceptibility  to  the 
disease  and  a desire  to  seek  medical  care. 
However,  there  are  no  data  to  support  or  refute 
the  role  of  any  of  these  factors. 

The  age  distribution  of  Lyme  disease  cases 
in  Delaware  reflect  national  trends.  Nationally, 
the  majority  of  Lyme  disease  cases  occur 
between  the  ages  of  1 and  19,  and  40  and  69. 5 

Infected  ticks  were  found  in  all  three 
counties  and  case  rates  reflect  the  proportion  of 
infected  ticks  found  in  each  county.  An 
increase  in  Lyme  disease  cases  since  the  1988 
cooperative  study  suggests  that  the  proportion 
of  infected  ticks  may  have  increased  since 
there  is  a direct  correlation  between  the 
number  of  infected  ticks  in  an  area  and  the 
cases  of  Lyme  disease  in  the  human 
population.1 

Erythema  migrans  is  present  in  50  percent 
to  85  percent  of  Lyme  disease  cases  and 
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appears  within  three  days  to  three  weeks 
following  infection.  The  lesion  may  resolve 
spontaneously  or  persist  for  weeks  to 
months. 6,7,8  However,  when  the  lesion  is 
present  it  is  diagnostic  of  Lyme  disease. 
Delaware  physicians  noted  EM  on  average  in 
52  percent  of  Delaware  cases  during  1991  and 
1992.  This  observation  agrees  with  other 
published  data.8,10,11 

Reliable  treatment  data  were  available 
only  for  the  years  1991  and  1992  because  CDC 
revised  the  reporting  form  twice  since  1989. 
The  form  used  in  early  1989  was  revised  in  July 
of  1989  and  questions  regarding  treatment 
were  eliminated.  Therefore,  this  information 
was  lost  until  the  form  was  revised  in  1990 
when  treatment  information  was  again 
requested.  The  surveillance  case  definition 
was  also  revised  in  1990.  There  have  been  no 
changes  to  the  form  or  case  definition  since 
that  time.  Therefore,  1991  and  1992  were  the 
only  years  for  which  treatment  data  could  be 
compared. 

The  stage  of  disease  (early  localized/ 
disseminated  vs.  late  localized/disseminated) 
was  difficult  to  assess  from  the  forms. 
Therefore,  disease  severity  was  divided  into 
two  categories:  localized  (EM  only)  and 
disseminated  (symptoms  involving  the  nervous 
system,  cardiac  or  musculoskeletal  sites),  but 
not  subdivided  within  each  category  for  the 
purpose  of  comparing  the  treatment  protocols 
between  1991  and  1992. 

The  medical  community  has  yet  to  reach  a 
consensus  regarding  the  optimal  duration  of 
oral  antibiotic  treatment  of  localized  Lyme 
disease.  Recommendations  range  between  10 
and  45  days.6,7,8,9  A monograph  prepared  by  the 
Academy  of  Medicine  of  New  Jersey  in  1993 
recommends  a three  to  four  week  treatment 
duration  for  early  localized  Lyme  disease.10 
Nowakowski  notes  that  “Many  authoritative 
sources  recommend  that  antibiotics  be 
administered  up  to  21  or  30  days  to  all  patients 
with  EM.”11  The  national  trend  toward  longer 
treatment  is  reflected  in  two  articles  published 
in  the  Delaware  Medical  Journal.  An  article 
written  by  Dr.  Newman  in  1980  recommended 
treatment  for  7 to  10  days.7  In  an  article  which 
appeared  in  1990  written  by  Dr.  Liu  the 
recommended  treatment  had  increased  to  10 
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to  21  days.  He  noted  that  “A  21-day  course  of 
therapy  is  now  common  for  acute  Lyme 
disease.”9  However,  Dr.  Liu  and  others  note 
that  there  are  no  conclusive  studies  to 
document  that  treatment  longer  than  14  days 
for  localized  Lyme  disease  is  efficacious. 8,9,10 
This  trend  toward  longer  duration  of 
treatment  for  localized  Lyme  disease  has 
influenced  the  practice  of  Delaware  physicians 
as  evidenced  by  a 42  percent  increase  between 
1991  and  1992  in  cases  treated  for  three  weeks 
or  longer. 

Delaware’s  temporal,  demographic, 
geographic  and  treatment  trends  of  Lyme 
disease  reflect  regional  and  national  data. 
These  trends  include  an  increasing  number  of 
reported  cases,  a disproportionate  number  of 
whites  affected  as  compared  to  blacks,  a 
bi modal  age  distribution,  and  an  increasing 
duration  of  treatment  for  localized  Lyme 
disease. 

As  a reminder,  Lyme  disease  became 
reportable  by  law  in  1989.  Please  report  all 
cases  to  the  Delaware  Division  of  Public  Health 
through  the  mail-in  morbidity  report  cards.  If 
you  do  not  have  cards,  you  may  order  them  by 
calling  739-5617  or  by  writing  to  the  Delaware 
Division  of  Public  Health  at  PO  Box  637, 
Dover,  Delaware  19903. 

Appendix  A12 
Lyme  Disease 

National  Surveillance  Case  Definition 

Clinical  Description 

A systemic,  tick-borne  disease  with 
protean  manifestations,  including  dermatologic, 
rheumatologic,  neurologic,  and  cardiac 
abnormalities.  The  best  clinical  marker  for  the 
disease  is  the  initial  skin  lesion,  erythema 
migrans,  that  occurs  among  60  percent-80 
percent  of  patients. 

Clinical  Case  Definition 

• Erythema  migrans,  or 

• At  least  one  late  manifestation,  as  defined 
below,  and  laboratory  confirmation  of 
infection. 

Laboratory  Criteria  for  Diagnosis 

• Isolation  of  Borrelia  burgdorferi  from 
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clinical  specimen,  or 

• Demonstration  of  diagnostic  levels  of  IgM 
and  IgG  antibodies  to  the  spirochete  in 
serum  or  CSF,  or 

• Significant  change  in  IgM  or  IgG  antibody 
response  to  B.  burgdorferi  in  paired  acute- 
and  convalescent-phase  serum  samples. 

Case  Classification 

Confirmed:  a case  that  meets  one  of  the 
clinical  case  definitions  above. 

Comment 

This  surveillance  case  definition  was 
developed  for  national  reporting  of  Lyme 
disease;  it  is  not  appropriate  for  clinical 
diagnosis. 

Definition  of  terms  used  in  the  clinical 
description  and  case  definition: 

A.  Erythema  migrans  (EM) 

For  purposes  of  surveillance,  EM  is  defined 
as  a skin  lesion  that  typically  begins  as  a 
red  macule  or  papule  and  expands  over  a 
period  of  days  to  weeks  to  form  a large 
round  lesion,  often  with  partial  central 
clearing.  A solitary  lesion  must  reach  at 
least  5 cm  in  size.  Secondary  lesions  may 
also  occur.  Annular  erythematous  lesions 
occurring  within  several  hours  of  a tick  bite 
represent  hypersensitivity  reactions  and 
do  not  qualify  as  EM.  For  most  patients, 
the  expanding  EM  lesion  is  accompanied 
by  other  acute  symptoms,  particularly 
fatigue,  fever,  headache,  mild  stiff  neck, 
arthralgia,  or  myalgia.  These  symptoms 
are  typically  intermittent.  The  diagnosis  of 
EM  must  be  made  by  a physician. 
Laboratory  confirmation  is  recommended 
for  persons  with  no  known  exposure. 

B.  Late  manifestations 

Late  manifestations  include  any  of  the 
following  when  an  alternate  explanation  is 
not  found: 

• Musculoskeletal  System 

Recurrent,  brief  attacks  (weeks  or 
months)  of  objective  joint  swelling  in 
one  or  a few  joints,  sometimes  followed 
by  chronic  arthritis  in  one  or  a few 
joints.  Manifestations  not  considered 
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as  criteria  for  diagnosis  include  chronic 
progressive  arthritis  not  preceded  by 
brief  attacks  and  chronic  symmetrical 
polyarthritis.  Additionally,  arthralgia, 
myalgia,  or  fibromyalgia  syndromes 
alone  are  not  criteria  for  musculo- 
skeletal involvement. 

• Nervous  System 

Any  of  the  following,  alone  or  in 
combination:  Lymphocytic  meningitis; 
cranial  neuritis,  particularly  facial 
palsy  (may  be  bilateral);  radiculoneuro- 
pathy;  or,  rarely,  encephalomyelitis. 
Encephalomyelitis  must  be  confirmed 
by  showing  antibody  production  against 

B.  burgdorferi  in  the  cerebrospinal 
fluid  (CSF),  demonstrated  by  a higher 
titer  of  antibody  in  CSF  than  in  serum. 
Headache,  fatigue,  paresthesia,  or 
mild  stiff  neck  alone  are  not  criteria  for 
neurologic  involvement. 

• Cardiovascular  System 

Acute  onset,  high-grade  (2°  to  3°) 
atrioventricular  conduction  defects 
that  resolve  in  days  to  weeks  and  are 
sometimes  associated  with  myocarditis. 
Palpitations,  bradycardia,  bundle 
branch  block,  or  myocarditis  alone  are 
not  criteria  for  cardiovascular 
involvement. 

C.  Exposure 

Exposure  is  defined  as  having  been  in 
wooded,  bushy,  or  grassy  areas  (potential 
tick  habitats)  in  a county  in  which  Lyme 


disease  is  endemic  no  more  than  30  days 
before  onset  of  EM.  A history  of  tick  bite  is 
not  required. 

D.  Disease  Endemic  to  County 

A county  in  which  Lyme  disease  is  endemic 
is  one  in  which  at  least  two  definite  cases 
have  been  previously  acquired  or  in  which 
a known  tick  vector  has  been  shown  to  be 
infected  with  B.  burgdorferi. 

E.  Laboratory  Confirmation 

As  noted  above,  laboratory  confirmation  of 
infection  withS.  burgdorferi  is  established 
when  a laboratory  isolates  the  spirochete 
from  tissue  or  body  fluid,  detects  diagnostic 
levels  of  IgM  or  IgG  antibodies  to  the 
spirochete  in  serum  or  CSF,  or  detects  a 
significant  change  in  antibody  levels  in 
paired  acute-  and  convalescent-phase 
serum  samples.  States  may  determine  the 
criteria  for  laboratory  confirmation  and 
diagnostic  levels  of  antibody.  Syphilis  and 
other  known  causes  of  biologic  false- 
positive serologic  test  results  should  be 
excluded  when  laboratory  confirmation 
has  been  based  on  serologic  testing  alone. 
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Over  12  years  of  protecting 
Delaware  doctors— and  counting, 

Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 

Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 

To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 


at  1-800-382-1378. 
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Delaware’s  Medical  Residents 


It  is  generally  recognized  that  50  percent  of  residents  enter  practice  in  the  region  where  they 
complete  their  training.  Moreover,  residents  who  choose  to  train  in  community  hospitals  outside  of 
major  metropolitan  areas  often  do  so  because  they  are  comfortable  in  this  environment.  They  are 
not  planning  a career  of  academic  research.  They  want  to  care  for  the  sick. 

In  Delaware,  we  have  more  than  200  residents  in  training  at  any  given  time,  and  each  July  1 
about  60  complete  their  programs.  We  should  be  able  to  interest  at  least  30  of  these  physicians  in 
staying  here  to  practice.  Part  of  the  problem  is  that  the  people  with  opportunities  and  vacancies 
don’t  know  the  residents,  and  the  residents  aren’t  aware  of  the  opportunities. 

To  try  to  correct  this,  we  are  publishing  here  a list  of  all  the  residents  in  training  in  Delaware. 
By  the  end  of  1994  the  ones  at  senior  levels  will  have  decided  where  they  want  to  go  next  July.  A 
letter  now  addressed  to  them  at  their  hospital  might  influence  that  decision. 

E.  Wayne  Martz,  MD 
Editor 


Delaware  State  Hospital 
Ahmed,  Anis,  MBBS 

Psych 

1 

Gonsai,  Kishorcliandra,  MBBS 

Psych 

1 

Hasan,  Fawzia,  MBBS 

Psych 

2 

Munir,  Syed,  MBBS 

Psych 

4 

Mustafa,  Syed,  MBBS 

Psych 

1 

Perez,  Mary  Jane,  MD 

Psych 

3 

Prabhulal,  Raksha,  MBBS 

Psych 

2 

Samborschi,  Valentin,  MD 

Psych 

3 

Syed,  Ehsan,  MBBS 

Psych 

2 

Weitzman,  David,  MD 

Psych 

3 

Zaman,  Afraz,  MBBS 

Psych 

1 

Zuhairi,  Ahmad,  MD 

Psych 

1 

A.  I.  duPont  Institute 

Ahluwalia,  KumKum,  MD 

Peds 

1 

Bacchus,  Samantha,  MD 

Peds 

1 

Benzoni,  Lucia,  DO 

Peds 

3 

Bianchetta,  Tony,  MD 

Peds 

1 

Bittar,  Bassam,  MD 

Peds 

3 

Brody,  Michelle,  DO 

Peds 

2 
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Nishtar  Medical  College,  Pakistan- 1983 
Government  Medical  College,  Surat,  India-1980 
Dhaka  Medical  College,  Dhaka,  Bangladesh-1987 
Osmania  University  Medical  College-1979 
Army  Medical  College,  Rawalddindi,  Pakistan-1985 
Spartan  Medical  School,  St.  Lucia,  West  Indies-1985 
M.S.  Ramaiah  Medical  School,  Bangalore,  India-1990 
Faculty  of  Medicine  of  the  Institute  of  Medicine  & 
Pharmacy,  Bucharest,  Romania-1963 
Dow  Medical  College,  Karachi,  Pakistan-1991 
St.  George’s  University  School  of  Medicine,  Grenada, 
West  Indies-1986 

Allama  Iabal  Medical  College,  Lahore,  Pakistan- 1987 
Eugenio  Maria  de  Hostos  University,  Santo  Domingo, 
Dominican  Republic-1991 


SUNY,  Syracuse- 19 94 
UMDNJ-1994 

New  York  College  of  Osteo  Medicine-1991 
Temple  School  of  Medicine-1994 
Syria- 1984 

Phil.  College  of  Osteo  Medicine-1992 
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Bruff,  Thomas,  MD 

Peds 

1 

Caruso,  June,  DO 

Peds 

2 

Caso,  Lisa,  DO 

Peds 

1 

Chapman-Rolle,  Loretta,  MD 

Peds 

3 

Chasen,  David,  MD 

Peds 

1 

Cooke,  Laurie,  MD 

Peds 

1 

Coyte,  Thomas,  MD 

Peds 

1 

Curtis,  Jacque,  MD 

Peds 

4 

Datto,  George,  MD 

Peds 

1 

Dembofsky,  Cynthia,  MD 

Peds 

3 

Dizon,  Joseph,  MD 

Peds 

2 

Firme,  Steven,  MD 

Peds 

3 

Friedman,  Michael,  MD 

Peds 

3 

Gandham,  Vijaya,  MD 

Peds 

2 

Gatto,  Cara,  MD 

Peds 

1 

Gelman,  Kenneth,  MD 

Peds 

1 

Gonzales,  Elaine,  DO 

Peds 

3 

Gripp,  Karen,  MD 

Peds 

3 

Hariharan,  Lakshmi,  MD 

Peds 

1 

Harris,  Esther,  MD 

Peds 

3 

Jones,  Chevaughn,  MD 

Peds 

1 

Karpel-Shipon,  Sima,  DO 

Peds 

2 

Klein,  Scott,  MD 

Peds 

2 

Knestaut,  Angelo  Gaudiano,  DO 

Peds 

2 

Kolano,  Anna,  DO 

Peds 

2 

Kouyourndji,  Paul,  MD 

Peds 

2 

Letsch,  Wilma,  MD 

Peds 

2 

Linderman,  Anna,  MD 

Peds 

2 

Lopez,  Pia,  MD 

Peds 

2 

Macartney,  Kristine,  MD 

Peds 

2 

Madhok,  Manu,  MD 

Peds 

3 

Malet'a,  Viviana  Maria,  MD 

Peds 

1 

Malik,  Durdana,  MD 

Peds 

3 

Mase,  Francis  N.,  MD 

Peds 

3 

Mathur,  Geeta,  MD 

Peds 

2 

Matthys-Ollodart,  Susanne,  MD 

Peds 

3 

Michaels,  Shobha,  MD 

Peds 

3 

Peters,  Nancy,  MD 

Peds 

2 

Proctor,  Margaret,  MD 

Peds 

2 

Pudpud,  Abigail,  DO 

Peds 

3 

Puzzi,  Kelly,  MD 

Peds 

1 

Quiros,  Ruben,  MD 

Peds 

3 

Raslear,  Maria  Anne,  MD 

Peds 

2 

Saini,  Sunil,  MD 

Peds 

3 

Simon,  Mary,  MD 

Peds 

1 

Singleton,  Christa,  MD 

Peds 

3 

Stencler,  Kerry,  MD 

Peds 

2 

Szatkowski,  Michael,  MD 

Peds 

1 

Taylor,  Bambi,  MD 

Peds 

1 

Toci,  Greg,  DO 

Peds 

1 

616 


Tulane  University-1994 

Phil.  College  of  Osteo  Medicine-1992 

Phil.  College  of  Osteo  Medicine-1993 

Hahnemann-1992 

Jefferson  Medical  College-1994 

Univ  of  Connecticut-1994 

UMDNJ-1994 

Temple  School  of  Medicine-1991 
UMDNJ-1994 

University  of  Connecticut-1992 

Hahnemann-1992 

Philippines-1989 

Jefferson  Medical  College-1992 

India-1992 

UMDNJ-1994 

Med.  College  of  PA-1994 

Phil,  College  of  Osteo  Medicine-1991 

Germany-1989 

Sydney,  Australia-1984 

Medical  College  of  PA-1992 

Medical  College  of  PA-1994 

Phil.  College  of  Osteo  Medicine-1992 

Medical  College  of  PA-1993 

Phil.  College  of  Osteo  Medicine-1992 

UMDNJ-1992 

Lebanon-1991 

Hahnemann- 1992 

Leningrad,  USSR-1979 

Philippines-1991 

Australia-1984 

India-1990 

Hahnemann-1992 

Karachi- 1983 

Nigeria-1981 

Georgetown  University-1993 

Switzerland-1991 

India-1985 

New  York  Medical  College-1993 
Hahnemann- 1993 
UMDNJ-1991 

Mt.  Sinai  School  of  Medicine-1994 
Panama-1986 

Medical  College  of  PA-1993 
Univ.  ofMiami-1992 
Jefferson  Medical  College- 1994 
Univ.  of  Louisville-1992 
Hahnemann-1993 
Temple  School  of  Medical-1994 
Jefferson  Medical  College-1994 
Phil.  College  of  Osteo  Medicine-1993 


Del  Med  Jrl,  November  1994,  Vol  66  No  11 


Special  Report 


Touch,  Suzanne,  MD 

Peds 

2 

Jefferson  Medical  College- 1993 

Vieira,  Teresa,  MD 

Peds 

3 

Brazil-1981 

Weston,  Charles  S.,  MD 

Peds 

4 

Univ  of  Massachusetts  School  of  Medicine-1991 

Yeh,  Siegfried,  MD 

Peds 

1 

Univ  of  Kentucky-1994 

Medical  Center  of  Delaware 

Alhracht,  David  E.,  Jr.,  MD  (Chief) 

Med 

4 3 

Univ  of  TX-Southwestern  Med-1991 

Ambrose,  Susan  M.,  MD 

EM 

2 

Hahnemann- 1993 

Bennett,  Lisa  A.,  MD 

EM 

2 

Northeastern  Ohio  Univ-1993 

Benzoni,  Elisa  Marie,  DO 

Oh/Gyn 

1 

UNECOM-1993 

Benzoni,  Lucia  C.,  DO 

Med-Peds 

3 

NY  College  of  Osteopathic  Med-1991 

Bernard,  Gahrielle  Dionyse,  MD 

EM 

2 

Howard  Univ-1993 

Bhagat,  Kunal  Pikoo,  MD 

Med-P 

1 

Univ  of  Kansas-1994 

Bianchetta,  Tony  Alan,  MD 

Med-Peds 

1 

Temple-1994 

Bianco,  Joseph  R.,  MD 

EM 

3 

Ohio  State-1992 

Bohhitt,  Tilden  D.,  DDS 

Dental 

1 

W.  VA  Univ  Sch  of  Dent,  WV-1994 

Bonner,  Hugh  III,  MD 

Fam  Med 

2 

Univ  of  PA-1993 

Boyda,  Robert,  DDS 

OMFS 

2 

Northwestern  Univ-1992 

Bream,  Kent  D.W.,  MD 

Fam  Med 

1 

Univ  of  Maryland-1994 

Briggs,  Stephen  T.,  MD 

Oh/Gyn 

4 

Univ  Connecticut-1991 

Brooks,  Jill  K.,  MD 

Rad 

3 

Univ  South  Carolina-1992 

Bruff,  Thomas  C.,  MD 

Med-Peds 

1 

Tulane  Univ-1994 

Burns,  Kristine  Ann,  MD 

Fam  Med 

2 

West  Virginia  Univ-1993 

Caramieo,  Anthony  George,  MD 

Rad 

2 

Mount  Sinai,  N.Y.-1993 

Carmony,  Brent,  DDS 

OMFS 

1 

Univ  of  TN-1994 

Carr,  Suzanne,  MD 

Fam  Med 

1 

Univ  of  Maryland-1994 

Cellucci,  John  M.,  MD 

Fam  Med 

3 

Jefferson- 1992 

Chakraborty,  Soma,  MD 

Ob/Gy  n 

1 

Albany  Medical  College-1993 

Chansky,  Christine,  MD 

Surg-C 

1 

Georgetown-1994 

Chen,  Anna,  MD 

Fam  Med 

2 

Jefferson- 1993 

Chen,  Robert  Dai-Hwa,  MD 

Med-P 

1 

Penn  State-Hershey-1994 

Cherniak,  David,  MD 

Rad 

3 

Hahnemann-1992 

Cicenia,  Joseph  Charles  III,  MD 

Med-C 

1 

UMDNJ-1994 

Coniglio,  Diane,  MD 

Med-C 

2 

Eastern  Virginia  Medical-1993 

Costalas,  Steven  K.,  DO 

EM 

1 

Phila  Col  of  Osteo  Med-1993 

Crystal,  Jonathan  J.,  MD 

Rad 

2 

UMDNJ-1993 

Curtis,  Jacque  Y.,  MD 

Med-Peds 

4 

Temple-1991 

Cyriac,  Ignatius  C.,  MD 

Trans 

1 

Jefferson- 1994 

Danyo,  J.  Joseph,  MD 

Surg-C 

3 

Jefferson- 1992 

De  Souza,  Alexandre,  MD 

Surg-P 

1 

Minas  Gerais  Medical  Sci  College,  Brazil-1984 

Dieek,  John  C.,  DO 

Fam  Med 

3 

NY  Coll,  of  Osteopathic  Medicine-1991 

DiPastina,  John  A.,  DO 

Fam  Med 

3 

Phila  Col  of  Osteo  Med-1985 

Dolberg,  Beverly  K.,  MD 

Med-C 

3 

Hahnemann-1992 

Donham,  Rodney  P.  Jr.,  DO 

Med-C 

1 

Univ  of  Health  Science,  Kansas  City,  MO-1993 

Dostert,  Sandra  M.,  DO  (Chief) 

Fam  Med 

43 

Univ  of  Osteo  Med  & Health  Science-1991 

Duggan,  Stephen  J.,  DO 

Fam  Med 

3 

Phila  Col  of  Osteo  Med- 1992 

Dumont,  James  P.C.,  MD  (Chief) 

Surg-C 

5 

McGill  Univ  Montreal-1988 

Dunlap,  Denise  Lisa,  MD 

EM 

1 

SUNY-1987 
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Dunston,  L.  Kyrin  (Feagans),  MD 

Ob/Gyn 

3 

Jefferson-1992 

Dwivedi,  Surekha,  MD 

Fam  Med 

1 

Robert  Wood  Johnson-1994 

Elener,  Valerie  A.,  MD 

Fam  Med 

3 

Jefferson- 1987 

Erich,  Jennifer  (Moffa),  MD  (Chief) 

EM 

3 

Penn  State  U.-1992 

Faria,  Milot  F.,  MBBS-MS 

Surg-P 

2 

Topiwala  National  Medical-1984 

Ford,  Everett  R.,  MD 

Med-C 

3 

Jefferson- 1992 

Franco,  Michael  Gustavo,  MD 

Fam  Med 

2 

Jefferson- 1993 

Franke,  Mark  E.,  MD 

EM 

2 

N.Y.  Medical  College-1993 

Gabreski,  Ralph  C.,  MD 

Med-C 

2 

Hahnemann-1994 

Garyfallou,  Garyfallos,  MD 

EM 

2 

Georgetown- 1993 

Geloo,  Nadim  Ahmad,  MD 

Med-C 

1 

Medical  College  of  VA-1994 

Gentry,  David  W.,  MD 

EM 

3 

UnivMaryland-1992 

Giberson,  Frederick  A.,  MD 

Surg-C 

4 

UMDNJ-Robert  Wood  Johnson-1991 

Gibney,  Sandra  McGowan,  MD 

Fam  Med 

1 

Jefferson- 1994 

Giusti,  Massimo,  MD 

Med-C 

3 

Univ  of  Florence-It-1989 

Gorwara,  Anita  Michella,  MBBS 

Fam  Med 

1 

Grant  Medical  College-India-1991 

Goshow,  Joanne,  DO 

Ob/Gyn 

4 

Phil.  Coll,  of  Osteo-1990 

Gressen,  Eric  Lance,  MD 

Med-P 

1 

Hahnemann-1994 

Harrington,  Robert  William,  MD 

Fam  Med 

2 

Temple-1993 

Hennessy,  Timothy  Joseph,  MD 

Med-C 

1 

Jefferson- 1994 

Hilton,  Thomas  G.,  MD 

Med-C 

1 

Bowman  Gray-1994 

Hinson,  Nicole  Suzanne,  MD 

Med-C 

2 

Bowman  Gray-1993 

Hoppenfeld,  Brad  Matthew,  MD 

Surg-P 

1 

Hahnemann-1994 

Horowitz,  Jack  Charles,  MD 

EM 

1 

Univ  of  Conn-1994 

Hurst,  Denise  L.,  MD 

Med 

3 

Tulane-1991 

Irgau,  Isaias,  MB,  ChB 

Surg-C 

2 

Univ  of  Bristol-U.K.-1989 

Jarrell,  Jeffrey  S.,  DDS 

Dental 

1 

W.VA  U.Sch  of  Dent.  W.VA-1994 

Jordan,  Janine  M.,  MD 

Med-C 

3 

Jefferson- 1992 

Kaleugher,  David  Michael,  DO 

EM 

1 

Southeastern  Univ  of  H.S.-1993 

Kalish,  Eric  Daniel,  MD 

Surg-C 

1 

Univ  of  PA-1994 

Kelly,  Susan  A.,  MD 

Surg-C 

2 

Mt.  Sinai-1992 

Klecan,  Ann  Marie,  MD 

Fam  Med 

2 

SUNY  Stony  Brook-1993 

Kolecki,  Paul  F.,  MD 

EM 

3 

Jefferson- 1992 

Krall,  Scott  P.,  MD 

EM/IM 

4 

Univ  Texas-1991 

Kushner,  Steven,  MD 

EM 

3 

SUNY  at  Syracuse- 1992 

Lasota,  Jeanne  Marie,  MD 

Med-C 

1 

Jefferson- 1994 

Laurence,  Brian  E.,  DDS 

Dental 

1 

Howard  Uni v-D.C. -1994 

Lawrinenko,  Victor,  MD 

Med-C 

3 

E.  Virginia  Med  Sch-1992 

Lee,  Harvey  Young  (Ah  Fat),  MD 

Med-C 

2 

Univ-New  Castle,  Tyne,  England-1989 

Lee,  Hye-Jin  (Stephanie),  MD 

EM/IM 

2 

Bowman  Gray-1993 

Lehocky,  Brett  E,  DDS,  MD 

Surg-P 

2 

Northeastern  Ohio-1993 

Levey,  James  A.,  MD 

Ob/Gyn 

3 

Albany  Medical  Coil-1991 

Levy,  Carole  Diane,  MD 

EM 

1 

Jefferson-1994 

Lopez,  Higinio,  MD 

Adol  Med-Fellow 

2 

Univ  of  the  East-1985 

Lubkin,  Ira  H.,  MD 

EM 

3 

UHS-Chicago  Med  Sch-1992 

Malek  (Maleksalehi),  Reza,  MD 

Rad 

4 

Jefferson- 1991 

Mawn,  Victoria  B.,  MD 

Med-C 

2 

Bowman  Gray-1993 

McCann,  Jeffrey  A.,  MD 

Rad 

5 

SUNY  at  Syracuse-1990 

McCullough,  Helen  M.,  DO 

Ob/Gyn 

2 

Phila  Col  of  Osteo  Med- 1993 

McKitis,  Joan  M.,  MD 

Med-C 

3 

E.  Virginia  Med  Sch-1992 
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Miles,  Linda  Michele,  MD 

Fam  Med,  Med-C 

2 

Bowman  Gray-1993 

Milosis,  Christine,  MD 

EM/IM 

1 

State  Univ  of  NY-1994 

Much,  Anne  Louise,  MD 

Trans 

1 

Univ  of  PA-1994 

Modi,  Jignesh  Jashawant,  MD 

Med-C 

1 

Indiana  Univ-1994 

Moheimani,  Christopher  H,  MD 

Surg-P 

2 

Jefferson- 1993 

Montgomery,  David  J.,  DDS 

Dental 

1 

VA  Commonwealth-1994 

Moon,  David  D.,  MD 

EM,  EM/IM 

2 

Jefferson- 1992 

Mossallam,  Usamah,  MD 

EM/IM 

1 

SUNY-1994 

Mukerjee,  Reha,  MD 

Fam  Med 

1 

Jefferson- 1994 

Nager,  Eric  C.,  MD 

EM 

1 

SUNY-1994 

Napoletano,  Jacqueline 

Rad,  Fellow  CSI 

15 

Temple-1989 

(Schilling),  MD 

Nemer,  Jacqueline  Anne,  MD 

EM 

2 

Ohio  State-1992 

Nguyen,  Lisa  Hong-Hanh,  MD 

Oh/Gy  n 

1 

Univ  ofMaryland-1994 

Nunez-Largoza,  Marissa,  MD 

Oh/Gyn 

1 

Jefferson-1994 

O’Brien,  Christine  Morris,  MD 

Oh/Gy  n 

2 

Temple-1993 

Onwuzuruigho,  Chukwuemeka  J. 

Su rg-P 

4 

U. Ibadan,  Nigeria-1986 

(Onwu,  Chuks),  MD 

Ortega,  Stephanie  Lynn,  MD 

EM 

1 

Tufts  Univ-1994 

Otto,  Dean  Francis,  MD 

EM 

2 

Jefferson- 1993 

Patel,  Sachin  R.,  BM 

Med-C 

1 

Univ  Southampton,  England-1992 

Pennington,  Joseph  C.,  MD 

Medicine-C 

3 

Jefferson- 1991 

Perkins,  Kris  E.,  MD 

Rad 

4 

Hahnemann-1991 

Peters,  Nancy  Castellucci,  MD 

Med-Peds 

2 

NYMC-Valhalla,  NY- 1993 

Phillips,  Lisa  Ellen,  MD 

Oh/Gyn 

2 

Univ  ofMaryland-1993 

Picazo,  Jose  Soriano,  MD 

Oh/Gyn 

2 

Univ  of  New  Mexico-1993 

Plucknett,  Barbara  L.,  MD 

Oh/Gyn 

4 

Penn  State-1991 

Pollock,  William  M.,MD 

Surg-C 

4 

Medical  College  of  Virginia-1991 

Quigley,  Declan,  MBBch 

Med-C 

1 

Univ  College  Dublin-1991 

Radner,  Gary  William,  MD 

Rad 

2 

Rush  Medical  College- 1993 

Retay,  Laurel  A.,  DO 

Med-C 

2 

Phila  Col  of  Osteo  Med-1990 

Rizvi,  Azam  H.,  MD 

Rad 

1 

RWJNJ-1994 

Roberts,  Peter  F.,  MD 

Surg-C 

3 

Temple-1992 

Rosenbaum,  Robert  Alan,  MD 

EM 

1 

Jefferson-1994 

Rosenhein,  Brian  James,  DO 

Med-C 

2 

UNECOM-1993 

Ross,  Stephen  Mark,  MD 

Rad 

2 

Marshall  Univ-1993 

Rubinstein,  Howard  A.,  MD 

EM/IM 

3 

UMDNJ-NJ  Med  School-1992 

Ruether,  James  Edward,  MD 

Med-C 

2 

Univ  of  Toronto-1993 

Sahhagh,  Raja,  MD 

Surg-P 

2 

Jefferson- 1992 

Sam,  Yacoha,  MD 

Fam  Med 

1 

Howard  Univ-1994 

Scheppke,  Kenneth  A.,  MD  (Chief) 

EM 

3 

SUNY  at  Stony  Brook-1992 

Schmidt,  Diane  Norlaine,  MD 

Med-C 

2 

Jefferson-1993 

Schoedler,  Scott  J.,  MD 

Rad 

5 

Jefferson- 1990 

Schoenfeld,  Alexander  Leon,  MD 

EM 

1 

Boston  Univ-1994 

Scholfield,  Kimberly  Rose,  MD 

EM 

2 

Jefferson-1993 

Sheikh,  Razia  A,  MBBS 

Med,  Fellow/Adl 

1 

Sinai  Med  College-Pakistan 

Shuren,  Mark  G.,  DDS 

OMFS  Dental 

3 

McGill  Univ-1991 

Sill,  David  C.,MD 

Rad 

4 

Univ  Pittsburgh- 1991 

Silverman,  Michael  Evan,  MD 

EM/IM 

2 

SUNY-New  York-1993 

Simpson,  David  A.,  MD 

Fam  Med 

3 

Univ  del  Noreste,  Mexico-1987 
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Smalls,  Arlene  J.,  MD 

Ob/Gy  n 

Smick,  Robert  Jay,  DO 

Med-C 

Smith,  Alissa  Marie,  MD 

Fam  Med 

Smith,  Gary  H.,  DDS 

Dental 

Smith,  Gregory  D.,  DMD 

OMFS 

Spyropoulos,  George,  DO 

Fam  Med 

Stamilio,  David  M.,  MD 

Ob/Gyn 

Subaeh,  Peter  F.,  DMD 

Dental 

Sundaram,  Magesh,  MD 

Surg-C 

Tallick,  Susan  Ann,  MD 

EM 

Taylor,  Lisa  Madeline,  MD 

Med-C 

Treiman,  Philip  Russel,  MD 

Fam  Med 

Tsai,  George  Tsung-Ju,  MD 

Surg-C 

Tull,  Duane  Franklin,  MD 

Surg-P 

Vaidyanathan,  Prakash,  MD 

Surg-C 

Vanzant,  Greg  B.,  DO 

Med-C 

Veser,  Frederick  H.,  MD 

EM 

Vu,  Duyanh  The,  MD 

Rad 

Vu,  Khanh  Hung,  MD 

Rad 

Vu,  Trung  Q.,  MD 

Rad 

Wang,  Fred  Tu,  MD 

Rad 

Weeks,  Daniel  J.,  DO 

EM 

Weidner,  Linda  J.,  MD 

EM 

Weisman,  Evan  B.,  MD 

Fam  Med 

Weston,  Charles  S.,  MD 

Med-Peds,  Med-P 

Whang,  Patience  B.,  MD 

Fam  Med 

White,  James  E.,  MD 

Rad 

Woodard,  William  L.,  MD 

Rad 

Yasik,  Elizabeth  Antoinette,  MD 

Surg-P 

Zabel,  David  D.,  MD 

Surg-C 

Zern,  Jeffry  T.,  MD 

Surg-C 

Ziegler,  William  F.,  DO 

Ob/Gyn 

Zlupko,  George  Randal,  MD 

EM 

Riverside  Hospital 

Blackwell,  Kathryn,  DO 

Intern 

Bowser,  Lloyd,  Jr.,  DMP 

Podiatry 

Brennan,  Francis,  DO 

F am  Prac 

Chavez,  Mary  Ann,  DO 

F am  Prac 

Connor,  Mary  Ann,  DO 

Intern 

Lieberman,  Beth  Ann,  DO 

Intern 

Lindman,  Harry,  DO 

F am  Prac 

Ogunwande,  Clement,  DO 

Intern 

Riley,  John,  DO 

F am  Prac 

Thomas,  Nathan,  DPM 

Podiatry 

Trott,  Alton,  DO 

Intern 

Tweedy,  James,  DO 

Intern 

Yucis,  Matthew,  DO 

F am  Prac 
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Columbia  Univ  Coll  of  Physicians  and  Surg— 1990 

Phila  Col  of  Osteo  Med-1993 

UMDNJ-1994 

Baylor-Texas- 1994 

Univ  Pennsylvania-1989 

Phila  Col  of  Osteo  Med-1992 

Hahnemann-1992 

Temple-1994 

UnivMaryland-1990 

Penn  State  COM-1994 

UMDNJ-1993 

Jefferson- 1993 

Hahnemann-1994 

E Virginia  MS-1994 

Madras  Med  Coll,  India-1981 

Southeastern  Univ  HS  COM,  Miami,  FL-1993 

Jefferson- 1992 

Univ  ofMaryland-1994 

MCP-1994 

Tulane  Med  Sch-1992 
Jefferson- 1994 

UMDNJ-Sch  of  Osteopathic  Med-1991 

UnivMassachusetts-1992 

Jefferson- 1992 

UnivMassachusetts-1991 

Jefferson- 1992 

Wright  St.  U-1990 

Medical  Univ  of  S.  Carolina-1992 

U Libre  de  Bruxelles-Belgium-1988 

Univ  Cincinnati-1990 

Temple-1991 

Univ  Osteopathic  Med  & Surgery-1990 
Jefferson-1993 


Philadelphia  Col  of  Osteo  Med- 1994 

Penn  Coll  of  Podiatric  Med-1993 

Philadelphia  Col  of  Osteo  Med-1993 

Philadelphia  Col  of  Osteo  Med-1992 

Philadelphia  Col  of  Osteo  Med- 1994 

Philadelphia  Col  of  Osteo  Med-1994 

Philadelphia  Col  of  Osteo  Med-1992 

Philadelphia  Col  of  Osteo  Med-1994 

Philadelphia  Col  of  Osteo  Med-1992 

Penn  Coll  of  Podiatric  Med-1994 

Philadelphia  Col  of  Osteo  Med-1994 

Philadelphia  Col  of  Osteo  Med-1994 

Univ  of  Osteo  Med  & Health  Sciences,  Des  Moines, 

IA-1988 
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Special  Report 


St.  Francis  Hospital 

Dedhia,  Laxmichand,  M.D. 

F am  Prac 

3 

Grant  Medical  College,  India-1973 

Dowling,  Timothy,  D.O. 

F am  Prac 

2 

New  York  College  of  Osteopathic  Med. -1992 

Fraser,  Rosaline,  M.D. 

F am  Prac 

1 

George  Washington  Univ-1994 

Fuhr,  Walter,  M.D. 

F am  Prac 

2 

Univ.  of  Medicine  & Dentistry  of  NJ-1993 

Gar-El,  David,  M.D. 

F am  Prac 

3 

UAP  Medical  School,  Pueblo,  MX-1992 

Lazar,  Maria,  M.D. 

F am  Prac 

3 

Institute  of  Med.  & Pharmacy,  Romania-1979 

Mack,  Inyanga,  M.D. 

F am  Prac 

1 

Howard  Univ-1994 

Mackey,  Jill,  M.D. 

F am  Prac 

1 

Jefferson  Med.  College-1994 

Massiah,  Rose,  M.D. 

Fam  Prac 

1 

Ho  ward  Univ-1992 

Mathison,  Kari,  M.D. 

F am  Prac 

2 

Univ.  of  California-Irvine-1993 

McGibbon,  Karen,  M.D. 

F am  Prac 

1 

Howard  Univ-1994 

Peller,  Richard,  M.D. 

F am  Prac 

2 

Univ.  ofMinnesota-1990 

Singson,  Domingo,  M.D. 

F am  Prac 

3 

Univ.  of  Santo  Tomas,  Philippines-1975 

Stone,  Arlen,  M.D. 

Fam  Prac 

2 

Albany  Medical  College-1990 

Wong,  Timothy,  M.D. 

F am  Prac 

1 

Univ.  of  Nebraska  Med.  Center-1994 

Zerefos,  Demetrios,  D.O. 

F am  Prac 

3 

Philadelphia  College  Osteopathic  Med.-1992 

SHALLCROSS 

PHYSICAL  THERAPY 


Providing  Quality  Personable  Care 

• Physical  Therapy 

• Pool  Therapy 

Mike  Deminski, , M.S.,  P.T. 

Physical  Therapist 


1228  N.  Scott  St.  • Wilmington,  DE  19806 

(off  Pennsylvania  Ave.) 

651-7993 
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WOMEN’S  IMAGING  CENTER 


OB-GYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AfSliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J 24-2 6 Omega  Drive 
Newark,  Delaware  19713 

(302)  738-9100 

HOURS:  Mon.  to  Fri.  8AM  - 5PM  • Wed.  8AM  - 8PM  • Sat.  8AM  - 1PM 


Radiology  Consultants: 
Steven  Edell,  D.O.,  F.A.C.R. 
Susan  Barnes,  M.D. 


Christine  Dietrich,  M.D. 
Anthony  Scola,  M.D. 


Barbara  Peters,  M.D. 
Anne  Lee,  M.D. 


Accredited  by  the  American  College  of  Radiology 


BRIEF  REPORT 


Medicare  System  Will  Be  Physician’s 
Route  to  Information  Highway 


The  Health  Care  Financing  Administration 
has  undertaken  a six-year,  $19  million  project 
that  will  revolutionize  the  processing  of 
Medicare  health  care  claims  in  the  United 
States.  The  project,  called  the  Medicare 
Transaction  System  (MTS)  will  use  the  most 
advanced  computer  technology  available  to 
process  more  than  a billion  Medicare  claims  by 
the  year  2000. 

The  project  will  consolidate  in  one  system 
the  automated  claims  processing  functions 
currently  performed  by  79  contractors  using  14 
claims  processing  systems  to  process  Medicare 
claims  at  62  sites  around  the  country.  With  this 
advanced  technology,  Medicare,  the  nation’s 
largest  health  insurer,  will  remain  in  the 
forefront  of  the  health  care  industry. 
Legislative  and  policy  changes  will  be 
implemented  more  accurately  and  reliably. 
And  the  simplicity  of  having  a single  uniform 
claims  processing  system  is  expected  to  save  as 
much  as  $200  million  per  year  in  administra- 
tive costs. 

Another  advantage  of  the  system  will  be 
the  availability  of  better  data  for  researchers 
studying  program  trends  in  health  services 
delivery  and  other  areas,  since  records  of  all 
Medicare  patient  services,  whether  Part  A or 
Part  B,  will  be  integrated  at  one,  rather  than 
many,  locations. 

MTS  will  be  especially  important  in 
providing  for  more  consistent  Medicare 
payment  policies.  The  consolidation  of  Medi- 
care claims  processing  in  a national  system  will 
move  the  program  closer  to  achieving  a 
longstanding  goal:  more  uniform  application  of 
coverage  and  payment  policies.  Currently, 
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those  policies  are  subject  to  some  variation 
because  of  the  different  features  embodied  in 
the  14  systems  we  now  use. 

Beneficiaries  can  expect  to  see  improved 
services  from  better  coordination  of  benefits, 
and  the  sharing  of  information  among  different 
insurers,  including  Medigap  carriers.  Service 
will  be  improved  because  of  the  comprehensive 
information  in  the  data  base  and  as  a result  of 
freed-up  resources  being  redirected  toward 
better  customer  service. 

Physicians  will  benefit  from  the  new 
system  in  several  ways.  MTS’  consolidated 
data  and  processing  will  make  it  easy  for 
physicians’  offices  to  use  a common  personal 
computer  to  get  up-to-date  information  on 
Medicare  eligibility  at  the  point  of  service.  And 
other  information  in  MTS  could  be  shared  at 
the  same  time,  like  HMO  enrollment,  and 
supplementary  insurance  coverage.  Of  course, 
the  privacy  of  patient  information  will  be 
carefully  protected.  In  time,  the  system  will  be 
capable  of  paying  physicians  through  direct 
electronic  bank  transfers,  and  automatically 
submitting  claims  to  supplemental  insurers. 

The  design  and  development  contract  for 
MTS  was  awarded  to  GTE  Government 
Systems  Corp.  of  Chantilly,  VA.  Under  the 
terms  of  the  contract,  the  MTS  is  to  begin 
partial  operation  in  1997  with  completion  by 
late  1998.  The  new  system  will  be  government- 
owned,  but  operated  by  private  companies 
under  contract. 
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and  Compassion. 


At  VNA,  we  strive  to  understand  the  currents  of 
change  that  are  dramatically  changing  the 
health  care  industry.  And  to  have  the  resourcefulness  to  prepare  for  them.  Specialty  Care 
Services  are  a result  of  our  proactive  approach  to  the  times.  The  way  things  are  going, 
home  care  is  becoming  the  wave  of  the  future.  Our  specialists  provide  care  in  Oncology, 
I.V.  Therapies,  HIV/AIDS,  Obstetrics,  Neonatology,  Pediatrics  and  Rehabilitation. 

At  VNA,  we  work  hard  to  provide  the  very  best  care  for  people,  where  they  need 
it  most  — at  home.  Compassion  just  comes 
naturally.  Call  (302)  323-8200  for  more  information... 
we're  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 
Association 
Id  elawar  e!  of  Delaware 


HEALTH  CARE 


BOOK  REVIEWS 


Solving  America’s  Health  Care  Crisis,  A 
Guide  to  Understanding  the  Greatest 
Threat  to  Your  Family’s  Security,  by  the 

Staff  of  the  New  York  Times , edited  by  Erik 
Eckholm,  Times  Books,  Random  House,  New 
York,  NY,  1993,  365  pp. 

This  book  is  a compilation  of  articles 
recently  printed  in  the  New  York  Times  on  our 
current  health  care  problems.  Near  the 
beginning  the  editor  writes,  “Nothing  is  more 
personal  and  vital  than  how  we  get  our  medical 
care,  and  its  quality.  Yet,  paradoxically,  the 
discussion  of  how  to  protect  all  families  from 
financial  calamity,  how  to  extend  better  care  to 
everyone,  and  how  to  tame  the  soaring  costs  of 
American  medicine  tends  to  be  convoluted, 
confusing,  and  arcane.” 

The  book  proceeds  with  an  overview  of  the 
growing  crisis,  examining  its  causes  and  its 
effects  on  people  and  business.  It  gives  detailed 
case  histories  of  families  and  patients  which 
illustrate  profound  ethical-economic  conflicts 
resulting  in  deficient  care.  It  outlines  the 
technological  overgrowth  which  is  one  of  the 
root  causes  of  medical  inflation,  along  with 
doctors’  conflicts  of  interest.  It  describes  in 
detail  how  three  other  countries,  Canada, 
Germany,  Japan,  are  providing  universal 
coverage  and  better  health  care  outcomes  for 
their  people  at  a far  lesser  expenditure  of  their 
gross  national  product,  although  that  care  is 
often  of  lesser  quality  than  the  best  of  care 
available  in  the  United  States.  It  covers 
promising  experiments  in  this  country,  in 
Hawaii,  Oregon,  Minnesota,  and  New  York, 
where  much  progress  is  being  made  towards 
solving  the  problems.  And,  finally,  it  gives  a 
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detailed  analysis  of  the  proposed  Clinton 
health  plan,  describing  what  the  book’s 
contributors  think  are  its  strengths  and  its 
weaknesses. 

Whether  or  not  you  will  agree  with  the 
authors,  this  book  should  be  read  by  concerned 
physicians  and  patients,  because  it  examines 
carefully  and  in  logical  order  the  problems  and 
the  presently  being  considered  solutions. 

David  Platt,  MD 

Strong  Medicine,  by  George  C.  Halavorson, 
Random  House,  New  York,  1993,  251  pp.,  $19. 

The  author  of  this  book  is  not  a physician, 
but  a layman  who  has  spent  25  years  in  the 
health  insurance  field.  In  the  past  he  has 
headed  both  commercial  insurance  companies 
and  Blue  Cross-Blue  Shield  plans.  Currently 
he  is  president  and  CEO  of  a group  of  non- 
profit HMOs  headquartered  in  Minnesota,  and 
serves  on  the  Minnesota  Health  Care 
Commission. 

The  book  begins,  “The  health  care  delivery 
system  and  the  health  insurance  system  in  this 
country  do  exactly  what  we  pay  them  to  do.  We 
pay  them  to  create  the  most  wasteful  health 
care  system  in  the  world”.  He  says  that  we  pay 
doctors  and  hospitals  based  on  number  and 
cost  of  procedures  done,  instead  of  on  what  was 
added  to  our  health.  We  pay  insurance 
companies  for  avoiding  risk,  not  for  spreading 
risk  across  the  broadest  possible  population. 

He  lists  the  objectives  of  a rational  national 
health  care  system: 

1.  Pay  caregivers  as  teams,  not  as 
separate  businesses,  by  prepayment 
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instead  of  fee  for  service,  and  require 
commitment  by  them  to  continuous 
quality  improvement  and  public  re- 
porting of  health  care  outcomes;  this 
will  enable  patients  to  make  rational 
choices  among  provider  groups. 

2.  Reform  the  insurance  industry  to 
compete  to  spread  risk,  not  to  avoid  it, 
and  to  simplify  administrative  com- 
plexities of  forms,  etc. 

3.  Correct  the  malpractice  problems  to 
minimize  defensive  medicine. 

4.  Coverage  must  be  universal  with 
government  paying  for  those  who 
cannot. 

5.  Use  of  technology  must  be  restrained 
not  only  by  cost  but  by  what  that 
technology  contributes  to  improved 
health  care  outcomes. 

6.  Rural  health  care  must  be  upgraded  by 
making  rural  health  care  providers 
satellites  of  urban  prepaid  health  care 
systems. 

7.  Government  must  subsidize  the  cost  of 
medical  education,  to  avoid  staggering 
debt  burdens  of  young  physicians. 

The  author  acknowledges  that  there  are 
many  ways  in  which  these  objectives  can  be 
obtained.  His  personal  suggestions  point  to 
regional  health  alliances  which  will  sign  up  for 
health  care  with  competing  insurance  compa- 
nies, with  that  care  provided  by  health 
caregivers  organized  in  staff  model  (closed 
panel)  HMOs.  The  HMOs  will  be  competitive 
via  their  continuing  quality  improvement  with 
publication  of  their  health  outcomes  data. 

This  book  gives  health  planners  much  food 
for  thought. 

David  Platt,  MD 

From  Poorhouses  to  Homelessness,  Policy 
Analysis  and  Mental  Health  Care,  by 
David  A.  Rochefort,  PhD,  Auburn  House, 
Westport,  CT,  1993,  297  pp.,  $59.95,  paperback 
$22.95. 

This  is  not  a book  to  read  on  a beach  chair 
by  the  ocean.  Dr.  Rochefort,  who  is  Associate 
Professor  of  Political  Science  at  Northeastern 
University,  has  written  a scholarly  review  of 
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mental  health  care  which  requires  concen- 
trated study.  A bibliography  of  34  pages  is 
included  for  those  who  want  to  delve  farther. 

The  book  starts  with  the  stigma  associated 
historically  with  emotional  and  psychologic 
problems,  and  the  treatments  employed, 
including  the  whipping  post,  gallows,  and 
burning  at  the  stake  to  drive  out  the  evil 
demons  and  save  the  soul.  In  later  practice  the 
mentally  ill  came  under  the  poor  laws,  and 
were  confined  to  the  poorhouses  with  custodial 
care  only,  usually  brutal  care.  In  1752, 
Pennsylvania  was  the  first  state  to  open  a 
hospital  strictly  for  the  mentally  ill,  and  in  the 
early  1800s  many  other  states  followed.  In  the 
early  1900s,  eugenics  held  sway  with 
widespread  involuntary  sterilization  of  the 
insane  and  feeble  minded,  and  restrictive 
marriage  laws. 

In  the  early  1930s,  came  radical  somatic 
intervention  with  insulin,  metrazol,  electric 
shock,  and  frontal  lobotomy. 

The  Second  World  War  revealed  frighten- 
ing evidence  of  the  widespread  existence  of 
neurologic  and  psychiatric  illness,  with  12 
percent  of  draftees  rejected  for  those  reasons. 
There  were  also  an  amazing  number  of 
psychiatric  military  casualties;  here  it  was 
shown  that  early  therapeutic  intervention 
precluded  the  need  for  chronic  care.  In  1944 
the  National  Mental  Health  Act  formalized 
these  gains.  About  1960,  reserpine, 
chlorpromazine,  and  the  other  tranquillizing 
drugs  revolutionized  care  of  the  chronically 
mentally  ill  by  abolishing  the  need  for 
restraints,  making  them  receptive  to  treat- 
ment, and  enabling  them  to  be  discharged  into 
the  community  where  they  could  get  continu- 
ing out-patient  care.  There  arose  an  awareness 
of  the  epidemiologic  and  socio-economic  factors 
behind  mental  illness  which  made  these  people 
deserving  of  public  support.  The  Community 
Mental  Health  Act  of  1963  pushed  enlightened 
care,  deinstitutionalization,  and  the  settingup 
of  out-patient  mental  health  care  facilities  in 
the  community.  Unfortunately,  the  number  of 
these  facilities  established  proved  to  be  far 
inadequate  to  the  need. 

The  remainder  of  this  book  then  analyzes 
in  detail  how  each  of  the  presently  proposed 
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plans  for  health  care  reform  will  affect  delivery 
of  care  to  the  mentally  ill. 

Dr.  Rochefort  concludes,  ”It  is  difficult  to 
understand  mental  health  policy  outside  the 
constellation  of  health  and  welfare  entitle- 
ments whose  gaps  in  coverage  affect  a variety 
of  socially  disadvantaged  groups.  High 
prevalence  of  I no  health  insurance]  and  the 
lack  of  affordable  housing  are  two  compelling 
examples.  The  severely  mentally  ill  are 
disadvantaged  by  poverty,  disability,  lack  of 
housing  and  employment  opportunities,  and 
persistent  social  stigma.  Public  mental  health 
care  responsive  to  the  needs  of  a 
deinstitutionalized  system  requires  coverage 
of  this  population  within  the  entitlement 
structures  on  which  their  subsistence  and 
welfare  depend.  This  will  require  abolishing 
restrictions  that  discriminate  against  the 
mentally  ill,  and  repairing  the  social  safety  net 
to  make  it  truly  comprehensive  and  reliable." 

This  book  can  be  ordered  by  credit  card  by 
calling  1-800-225-5800. 


David  Platt,  MD 

Doctors  and  the  Law:  Defendants  and 
Expert  Witnesses,  by  the  Hon.  Miller  B. 
Zobel  and  Stephen  N.  Rous,  MD.  W.W.  Norton 
& Company,  New  York,  1993,  197  pp. 

This  book  is  in  two  parts  — first  the  doctor 
as  defendant  and  second  the  doctor  as  an 
expert  witness.  Both  deal  with  the  same 
process  of  litigation  but  with  two  entirely 
different  roles  and  therefore  two  points  of  view. 

The  first  endeavors  to  inform  you  of  what 
you  will  encounter  in  order  to  take  away  fear  of 
the  unknown.  For  example,  it  points  out 
repeatedly  that  doctors  win  over  80  percent  of 
all  malpractice  actions.  It  offers  a great  deal  of 
good  sound  advice.  “Trust  your  lawyer.  Don’t 
tell  him/her  how  to  handle  the  case.”  ’’Don’t 
talk  about  the  case  with  anyone  else.”  And  on 
the  witness  stand,  don’t  volunteer  anything 
except  what  is  asked  for.  It  points  out  aspects 
we  don’t  usually  appreciate.  For  example,  a 
case  settled  (as  for  a financial  consideration)  is 
completed  and  done.  However,  a case 
adjudicated  — even  though  you  may  think  you 


have  won  (or  lost)  may  be  appealed  and  drag  on 
for  years. 

The  second  part  has  a different  pitch;  how 
to  make  yourself  a more  effective  and  valuable 
witness.  The  extent  of  your  knowledge  may  be 
almost  irrelevant,  and  indeed  if  too  extensive 
and  esoteric  can  make  you  a poor  witness.  It  is 
how  you  conduct  yourself  that  is  important. 
Prepare!  Do  your  homework  thoroughly.  Dress 
for  the  part.  Stay  calm.  Don’t  use  big  words. 
Teach  but  don’t  preach.  Keep  your  humility, 
grace  and  a sense  of  proportion. 

The  book  reads  easily  except  in  one  or  two 
brief  passages  where  it  is  necessary  to  get 
across  some  very  technical  information.  It 
seems  to  make  sense  and  should  be  helpful  for 
any  physician  going  into  the  courtroom, 
willingly  or  otherwise. 


E.  Wayne  Martz,  MD 
Editor 


Kgntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 

CT  Scan 

— Low-dose  mammography 

OB  and  general  ultrasound 

Color  Doppler  ultrasound 

Fluoroscopy 

11,1,1  General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-l  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze.  M.D..  Co-Director 
Joseph  R.  Peacock.  M.D..  Co-Director 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
September  1994 


This  feature  was  instituted  in  September’s  Journal  in  response  to  the  question,  “Just  what  does  the 
MSD  staff  and  leadership  do?”  Each  month  we  will  describe  how  your  MSD  staff  and  leadership  are 
serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your  state  medical 
society  is  on  your  behalf. 


Leadership  Activities 

Board  of  Trustees 

Attended  the  Pfizer  State  Leadership 
Council,  Tucson,  Arizona. 

Stephen  R.  Permut  MD  presented  the 
MSD  health  reform  plan  at  a symposium 
sponsored  by  Delaware  Alliance  for  Health 
Care. 

Participated  in  a conference  call  with  the 
AMA's  James  Todd  MD  about  health  care 
reform. 

Mark  A.  Meister  and  Jana  L.  Siwek  met 
with  James  Corcoran  of  the  Health  Care 
Group  to  discuss  possible  managed  care 
contract  review. 

Carol  A.  Tavani,  Peter  D.  Schindler  MD 
and  Mark  A.  Meister  met  to  revise  the 
Physicians'  Health  Advocacy  Contract. 
Scott  Harrison,  Kevin  Brady,  Representa- 
tive Dave  Ennis,  Mark  A.  Meister  met 
regarding  managed  care  for  personal 
injury  cases. 

Thomas  J.  Maxwell  MD,  Vincent  DelDuca 
Jr.  MD,  Virginia  U.  Collier  MD,  Stephen  S. 
Grubbs  MD,  Mark  A.  Meister,  W.  Thomas 
Short,  and  Laurel  A.  Haring  met  with  Greg 
Savoy  of  Rising  Earth  Productions  and 
representatives  from  Bell  Atlantic  regard- 
ing teleconferencing  equipment  for  the 
Academy. 
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Robert  F.  Frelick  MD,  David  Platt  MD, 
William  D.  Shellenberger  MD  and  Alliance 
members  Susan  DiBonaventure,  Joyce 
Gohel,  Kay  Hosmane,  and  Shirin  Saberi 
staffed  the  MSD  exhibit  at  the  Division  of 
Aging’s  1994  Senior  Beach  Day  and 
Wellness  Fair  in  Rehoboth  Beach.  The 
MSD  exhibit’s  theme  was  “Prevention  and 
Early  Treatment  — The  Keys  to  Health.” 
Blood  Pressure  checks,  MSD  key  rings, 
and  health-related  literature  were  avail- 
able for  the  senior  citizens  who  stopped  by. 
Met  with  a senior  trust  officer  of  PNC  Bank 
to  discuss  funding  for  Delaware  Founda- 
tion for  Medical  Services,  Ltd. 

Participated  in  interviews  for  prospective 
consultants  to  lead  the  Delaware  Health 
Care  Commission's  cost  containment 
committee's  consideration  of  tort  reform 
proposal. 

Held  a meeting  between  Blue  Cross  Blue 
Shield  of  Delaware  senior  management 
and  MSD  leadership  to  discuss  current 
isues. 

Physicians’  Advocacy  Program  Activities 

Conducted  one  on-site  consultation  for  a 
member  regarding  practice  evaluation. 
Answered  various  inquiries  from  physi- 
cians and  their  staffs  on  such  issues  as 
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accounts  receivable  management,  person- 
nel issues,  TB/OSHA,  and  ADA. 

Met  with  provider  relations  representa- 
tives from  Principal  Health  Care  and 
Aetna. 

Received  a reply  from  Delaware’s  insur- 
ance commissioner  to  our  questions 
regarding  auto  accident  and  workers’  comp 
and  out-of-state  fee  schedules.  The  text  of 
this  letter  will  be  published  in  the  October 
issue  of  MSDNews.  The  results  of  the 
questionnaires  placed  in  the  September 
MSNews  will  be  shared  with  the  Society’s 
legal  counsel  to  help  determine  if  a class 
action  lawsuit  is  warranted. 

Developed  the  1995  workshop  series  for 
physicians  and  office  staff.  A detailed 
mailing  will  be  sent  to  MSD  members  by 
year’s  end. 

Held  a meeting  attended  by  Thomas  J. 
Maxwell  MD,  Mark  A.  Meister,  Jana  L. 
Siwek,  and  Stevens  Remillard  to  discuss 
the  Blue  Cross  Blue  Shield  of  Delaware 
contract. 

Administrative  Activities 

Notified  all  members  of  the  House  of 
Delegates  of  the  annual  meeting  on  Friday, 
November  18. 

Finalized  the  1994  annual  meeting's 
scientific  program  and  included  it  in  the 
October  Delaware  Medical  Journal. 

Sent  a letter  to  MSD  members  reminding 
them  of  the  upcoming  election  and 
encouraging  them  to  pay  their  1994 
DELPAC  dues. 


Publications  Activities 

Interviewed  candidates  for  Delaware 
Medical  Journal  staff  position;  were 
pleased  to  hire  Heidi  A.  Norman. 

Met  with  representatives  of  three  different 
organizations  offering  their  services  to 
help  streamline  the  production  and 
distribution  of  the  Delaware  Medical 
Journal. 

Voluntary  Initiative  Program  Activities 

Referred  120  Medicaid  patients  to  VIP 
participating  physicians. 

Continuing  Medical  Education  Activities 

Sponsored  18  educational  activities  for 
Category  1 credit. 

Major  Meetings 

Committee  on  Aging 

Physicians’  Health  Committee 

New  Castle  County  Board  of  Directors 

Medical  Care  Advisory  Committee  to 

Medicaid 

Public  and  Professional  Education  and 
Advocacy  Committee 
Medicare  Carrier  Advisory  Committee 
Medical  Group  Management  Association 
MSDIS  Board  of  Directors 
Committee  Chairmen 
Subcommittee  on  Physician  Office  comput- 
erization meeting 

Delaware  Health  Care  Commission  Moni- 
toring & Oversight  Committee 
Psychiatric  Society  of  Delaware 
School  Health  Advisory  Committee 
Blood  Bank  of  Delaware 
Delaware  Health  and  Social  Services 
briefing  on  Medicaid  Managed  Care 


r 


Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 


■\ 


PHYSICAL  THERAPY 


i at  Hockessin 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 
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PRESIDENT’S  PAGE 


Health  Care  System  Reform  — A Call  to  Action 


By  the  time  you  read  this  first  of  my  President’s 
pages,  a great  many  things  will  have  already 
occurred  at  our  annual  meeting.  The  usual 
acceptance  of  committee  reports  will  have  been 
interspersed  between  lively  discussions  on 
unification  with  the  AMA,  any  willing  provider 
and  patient  protection  act  proposals,  and 
hopefully  many  other  topics. 

As  your  president,  I am  here  to  serve  the 
entire  membership  for  the  greater  benefit  and 
to  represent  and  advocate  for  our  members  and 
our  patients.  The  Medical  Society  of  Delaware 
will  continue  to  be  proactive  on  a variety  of 
issues.  As  an  example,  we  have  been  working 
on  health  system  reform  over  the  past  two 
years.  Our  joint  proposal  passed  at  last  year’s 
annual  meeting  was  carried  to  the  governor, 
congressmen  and  Health  Care  Commission 
and  was  presented  at  many  public  meetings. 
Unfortunately,  leadership  at  the  national  and 
state  level  failed  to  bring  any  system  reform 
this  year.  The  overwhelming  opposition  of 
special  care  groups  can  only  be  overcome  by 
broad  public  support. 

The  problems  that  lead  to  this  issue  in  the 
first  place  have  not  gone  away  and  continue  to 
worsen  and  continue  to  weaken  our  health  care 
delivery  system.  The  population  without 
health  insurance  continues  to  rise.  Health 
insurance  benefits  provided  by  current 
employers  decreases  and  overall  health 
charges  continue  to  rise  as  cost  shifting 
worsens. 

Th  e issue  will  return  next  month  when  the 
Clinton  administration  resurrects  its  plan.  We 
heard  at  the  Health  Care  Providers’ Association 
of  Delaware’s  recent  annual  meeting  that  the 
plan  will  come  back  in  a similar  form  and 
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substance  as  this  year’s.  I really  don’t  think 
that  the  administration  truly  understands  how 
health  care  is  delivered.  Their  “experts”  don’t. 
During  the  panel  discussion  at  the  HCPAD 
meeting,  a policy  aide  from  the  White  House, 
upon  hearing  that  25  percent  of  this  year’s 
graduating  anesthesia  residents  are  still 
looking  for  positions,  said,  “Can’t  they  just 
become  family  doctors?” 

There  is  a huge  vacuum  of  knowledge  that 
exists  at  the  national  level,  and  unfortunately 
in  Dover  also,  regarding  health  care  delivery  in 
the  day-to-day  world  we  live  in.  The 
opportunity  exists  for  this  next  year  to  be  the 
most  productive  for  good  health  system  reform. 
But  we  must  be  ready  and  willing  and  continue 
to  be  proactive  and  lead  the  health  care  team. 
To  do  this  I need  your  help  not  only  once  a year 
when  you  pay  your  dues  or  come  to  a CME 
program  sponsored  by  the  MSD  or  buy  your 
insurance  through  MSDIS,  but  daily.  I urge 
you  to  let  your  patients  know  what  health 
system  reform  means.  To  let  them  know  that 
the  MSD  and  the  AMA  are  working  to  continue 
to  bring  them  the  best  care  available. 

There  are  going  to  be  some  hard  decisions 
that  will  need  to  be  made  in  the  next  few  years. 
The  MSD  represents  a diverse  group  of 
physicians  in  many  specialties  in  many 
different  practice  styles  and  in  communities 
from  inner  city  to  suburbs  to  very  rural.  Health 
system  reform  affects  each  physician  differently, 
and  as  a medical  society  we  must  work  for  the 
common  good. 

I urge  you  to  look  at  the  list  of  officers  and 
trustees  listed  in  the  beginning  of  this  journal. 
I would  ask  that  you  pick  one  person  who  you 
know  and  on  a regular  basis  let  him  or  her 


649 


President’s  Page 


know  how  you  feel  about  any  of  the  issues  that 
concern  you.  These  people  and  the  many  others 
who  serve  on  committees  represent  you.  They 
are  the  members  who  bring  the  ideas  and 
problems  to  the  table  at  our  monthly  board 
meetings.  Medical  Society  of  Delaware  policy 
to  represent  you  cannot  be  made  in  a vacuum, 
nor  can  it  wait  for  an  annual  meeting.  Our 
medical  society’s  strategic  plan  is  to: 

represent  and  advocate  for  medicine 
advocate  for  professional  freedom 
enhance  the  image  of  physicians 
serve  the  patient  and  the  public  good 
provide  CME 

support  our  own  psycho-social  needs 
provide  ethical  guidance  in  our 
practice 

advocate  that  the  physician  is  the 
captain  of  the  medical  team 
provide  practice  management 
provide  tangible  benefits  through 
MSDIS 

What  happens  next  year  and  in  the  years  to 
follow  depends  as  much  on  us  as  physicians  as 
it  does  on  what  the  legislatures  do.  There  is  no 
one  “enemy”  or  “bad  guy”  in  health  system 
reform.  We  are  all  partly  to  blame,  from  an 
onslaught  of  managed  care  companies  to 
countless  paperwork  and  billing  forms,  to  an 
excess  of  hospitals,  to  a shortage  of  primary 
care  physicians  and  an  excess  and 
maldistribution  of  subspecialists,  to  the 
insurance  company  that  cancels  coverage  due 
to  illness,  to  the  moral  dilemmas  of  keeping  the 
elderly  alive  at  all  costs  and  pushing  the 
viability  of  a fetus  closer  to  conception. 

We  must  work  toward  placing  health  care 
coverage  in  everyone’s  possession.  To  do  this, 
everyone  must  participate  in  paying  for  their 
care  in  some  fashion  or  another.  Physicians 


and  patients  must  have  choice  of  care  and 
input  into  how  the  system  is  to  be  structured. 

The  MSD  must  take  the  lead  now  to  bring 
as  much  as  we  can  to  the  people  of  Delaware 
despite  the  current  national  quagmire  and  be 
ready  to  propose  changes  as  soon  as 
Washington  passes  a national  plan.  Some  of 
those  roadblocks  include  ERISA  (Employee 
Retirement  Income  Security  Act  of  1974), 
which  exempts  large  employers  from  state 
regulations;  Medicare  and  Medicaid  programs, 
which  the  federal  government  has  not  funded 
to  cover  the  cost  of  care;  and  for-profit  HMO 
legislation,  which  allows  some  HMOs  to  divert 
30  percent  or  more  of  their  premium  dollars  to 
administrative  costs  and  stockholder  profit. 

Before  closing  this  page  I would  like  to 
thank  my  wife,  Elaine,  and  my  children,  Erin 
and  Sean,  for  their  support  and  understanding 
this  past  year  and  their  continuing  support  in 
the  coming  year.  I would  like  to  offer  best 
wishes  for  a good  year  to  my  partners  Jerome 
Abrams,  Joseph  Rubacky  and  Monet  Sifford- 
Wilson,  and  hope  to  see  them  from  time  to  time. 
Thanks  also  to  the  membership  of  the  Kent 
County  Medical  Society  for  their  help  in 
putting  me  in  this  position.  Let’s  not  wait 
another  13  years  between  presidents.  To  the 
membership  at  large,  I look  forward  to  the 
upcoming  year. 

I will  do  my  best  to  carry  on  the  great 
tradition  of  the  Medical  Society  of  Delaware 
leadership.  I urge  you  to  call  on  me  whenever 
the  need  arises  and  hope  that  you  will 
yourselves  become  more  involved  in  your 
medical  society. 


Rehabilitation  Consultants,  Inc. 

“ Physical , Occupational  and  Speech  Therapy  since  1970" 


Silverside  Road  Office 
Suite  105  Springer  Bldg. 
Concord  Plaza 
3411  Silverside  Road 


Approved  by  Medicare  and  Most  Major 
Insurance  Plans 

Call  302/478-5240  or  302/655-5877 


Baynard  Blvd.  Office 
2100  Baynard  Blvd. 
Wilmington 
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Alex.  Brown  & Sons 

INCORPORATED 

ESTABLISHED  1800 

AMERICA’S  OLDEST  INVESTMENT  BANKING  FIRM 


is  pleased  to  announce  that 

Barry  W.  Yerger  Jr. 

has  joined  the  firm  as  a Vice  President  in 
Alex.  Brown 's  Wilmington  Office 

Private  Investor  Services 


I INDIVIDUAL  ASSET 
MANAGEMENT 

I MUNICIPAL  BOND 

PORTFOLIO  MANAGEMENT 


I FLAGSHIP  CLIENT  ACCOUNT 


I PRIVATE  PLACEMENTS 


I RETIREMENT  SERVICES 


Superior,  personalized  investment  services,  including 
asset  allocation  strategies,  fee-based  portfolio  man- 
agement, and  individual  portfolio  evaluations. 

Individual  bond  portfolio  evaluations  and  strategy 
reports  for  investors.  Regional  trading  desk  in 
Baltimore. 

Special  services  for  affluent  investors,  including 
comprehensive  financial  evaluations  and  enhanced 
account  reporting. 

Selected  opportunities  to  invest  in  privately  held 
emerging  companies. 

A full  range  of  services  designed  to  maintain  and 
build  wealth  through  various  personal  and  corporate 
retirement  plans. 


1201  Market  Street,  Suite  1001  • Wilmington,  Delaware  19801 

(302)  656-8111  • (800)  845-2019 


WOMENS  IMAGING  CENTED 


OBGYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*Affiliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J 2 4-2 6 Omega  Drive 
Flew  ark,  Delaware  19713 

(302)  738-9100 


MOURS:  Mon.  to  Fri.  8AM  - 5PM  • Wed.  8AM  - 8PM  • Sat.  8AM  - 1PM 
Radiology  Consultants: 

Steven  Edeil  D.O..  F.A.C.R.  Chris Lirie  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola.  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


SPECIAL  ARTICLE 


Reflections  on  World  War  II 
Part  II 


William  H.  Duncan  MD 


This  year  is  the  fiftieth  anniversary  of  many  significant  events  of  World  War  II,  among  them  D-Day 
in  Europe,  June  6,  1944;  MacArthur’s  return  to  the  Philippines,  October  20,  1944;  and  The  Battle 
of  the  Bulge,  December  1944.  Part  I appeared  in  the  June  1994  issue  of  the  Journal. 


The  scope  of  World  War  II  was  so  all 
encompassing  in  its  sheer  magnitude  whether 
measured  militarily,  geographically,  economi- 
cally or  by  any  other  standard,  it  truly  involved 
the  entire  world.  By  1994  general  history  books 
limit  their  descriptions  of  the  war  to  a single 
chapter  or  less.  However,  you  could  close  your 
eyes,  spin  a globe  and  point  to  any  area  of  the 
world  and  there  would  be  meaningful  stories  to 
be  told;  invariably  Americans  would  be 
involved.  With  these  Americans,  whether  they 
be  military  or  civilian,  you  will  find  a 
contribution  made  by  physicians.  Part  II  will 
describe  some  activities  of  The  War  less 
frequently  recognized  or  written  about. 

For  weeks  before  and  weeks  after  the  50th 
Anniversary  of  D-Day,  June  6,  1994,  the 
“media,”  whether  television,  radio  or  print, 
repeatedly  spoke  of  June  6,  1944,  as  the 
beginning  of  the  end.  That  feeling  was  not 
particularly  shared  on  that  day,  or  in 
December  1944,  by  servicemen  and  -women  in 
both  support  and  combat  roles. 

Those  involved  recognized  that  D-Day  and 
the  Battle  of  the  Bulge  were  momentous 
events,  never  to  be  forgotten  by  the 
participants.  Part  I of  these  “Reflections,”  as 
well  as  the  stories  in  Part  II,  point  out  the 
dedication  and  heroism  of  those  in  combat,  not 
only  for  those  two  important  battles  but  for 
other  battles  around  the  world  and  for  those 
who  provided  the  means  and  the  support  that 
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in  the  final  analysis  led  to  victory. 

With  full  knowledge  that  it  would  not  be 
the  usual  Christmas  story,  the  initial  planning 
for  Part  II  determined  that  for  a December 
publication,  a Christmas  story  was  a must,  so 
special  attention  should  be  placed  on  the  Battle 
of  the  Bulge  since  its  50th  anniversary  is  in 
December.  Some  of  the  fiercest  fighting  of  the 
battle  took  place  on  December  24  and  25,  1944. 
The  entire  military  effort  in  the  European 
Theater  responded  to  this  German  offensive, 
and  reaction  and  adjustment  was  made  all 
along  the  fighting  front.  Many  Delaware 
doctors  were  in  units  that  did  respond  to  this 
emergency  and  performed  in  an  outstanding 
manner.  Two  Delaware  physicians  partici- 
pated directly  in  the  Battle  of  the  Bulge. 

The  two  doctors  directly  involved  at 
Bastogne  were  Douglas  T.  Davidson,  Jr.,  and 
Richard  N.  Taylor.  Both  were  assigned  to  the 
101st  Airborne  Division.  An  article  in  The 
Delaware  Medical  Journal  in  March  of  19459 
reported:  “Major  Douglas  T.  Davidson,  Jr.,  of 
Claymont,  a regimental  surgeon  with  the  101st 
Airborne  Division  who  jumped  into  France  on 
D-Day  and  later  into  Holland,  narrowly 
escaped  death  at  Bastogne  in  the  recent 
German  breakthrough  into  Belgium.  A 
German  shell  hit  a barn  being  used  by  Dr. 
Davidson  as  an  aid  station  on  December  31st, 
1944.  Major  Davidson  had  been  providing 
around-the-clock  care  when  the  fighting  was 
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the  heaviest  and  was  asleep  in  the  barn  when 
the  shell  hit.  Stones  dislodged  by  the  shell  fell 
on  his  cot,  breaking  his  right  leg.  Shrapnel 
wounded  him  in  his  left  leg.  A piece  of  shrapnel 
pierced  five  blankets  and  his  outer  clothing, 
stopping  at  the  wallet  which  he  carried  in  his 
left  jacket  pocket  just  over  his  heart.” 

In  a personal  communication  from  Dr. 
John  W.  Alden,  Jr.,in  he  picks  up  the  story  from 
there.  “During  the  Battle  of  the  Bulge,  our 
hospital  [109th  Evacuation  Hospital]  was  set 
up  in  a French  caserne  on  the  Meuse  River. 
The  nearest  town  was  actually  in  Belgium.  One 
afternoon  we  received  many  wounded.  [As 
triage  officer]  the  seriously  wounded  were  all 
brought  to  my  ward  for  disposition.  After  a few 
hours,  things  began  to  calm  down  and  we  could 
get  to  the  less  seriously  injured.  I did 
something  I had  rarely  done  during  my  service. 
I looked  at  the  name  on  the  soldier’s  EMT 
[Emergency  Medical  TagJ!  It  turned  out  to  be 
Douglas  T.  Davidson,  whom  I had  never  met, 
although  I had  met  his  wife  and  saw  their  child 
(a  child  Dr.  Davidson  had  not  yet  seen).  [Note: 
Dr.  Davidson’s  father,  Dr.  Douglas  T. 
Davidson,  Sr.,  practiced  general  and  industrial 
medicine  in  Claymont  for  50  years.]  He  had  a 
simple  fracture  of  the  tibia,  which  had  already 
been  casted.”  Since  there  were  no  complica- 
tions of  this  or  his  other  wounds  he  was 
evacuated  the  next  day  and  Captain  Alden 
never  saw  him  again. 

On  D-Day,  under  a flag  of  truce,  with  his 
use  of  college  German,  then-Captain  Davidson 
persuaded  the  Nazi  commander  of  the 
Normandy  town  of  Carentan  to  make  a truce  of 
an  hour  and  a half  for  the  evacuation  of  each 
side’s  wounded.  For  this  action  he  was  awarded 
the  Silver  Star.  Dr.  Davidson  died  in  1964,  of 
complications  from  tuberculosis  contracted 
during  WW  II. 

Pfc.  Richard  N.  Taylor,  parachute  infantry 
soldier,  had  a different  view  and  perspective  of 
the  Battle  of  the  Bulge.  He  arrived  in  Europe  as 
a replacement  in  the  fall  of  1944  and  was 
assigned  to  the  506th  Parachute  Infantry  (PI). 
In  early  December  1944,  the  101st  Airborne 
Division,  of  which  the  506th  was  part,  along 
with  the  82nd  Airborne  Division,  was  in 
Strategic  Reserve.  Supreme  Allied  Headquar- 
ters determined  quickly  that  the  German 
offensive  on  December  16,  1944,  was  a major 
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effort  by  the 
Germans  and  it 
was  not  long 
after  the  battle 
started  that  the 
Strategic  Re- 
serve was  com- 
mitted and  the 
506th  PI  was 
headed  toward 
the  battle.  Lead- 
ing elements  of 
the  506th  en- 
gaged the  en- 
emy as  early  as 
December  19th, 
northeast  of 
Bastogne  near 
the  town  of  Foy, 
and  subse- 
quently defended 
a large  sector  of 
the  Bastogne  pe- 
rimeter north- 
east of  the  city  _ 

, . ,,  . Joseph  M.  Barsky,  Sr.,  1946 

during  the  siege. 

Pfc.  Taylor  was 

trained  in  demolitions  and  anti-tank  combat 
and  had  ample  opportunity  to  useese  skills.  In 
the  performance  of  these  duties  he  was 
wounded  three  times,  once  by  machine  gun 
fire,  another  by  mortar  fire  and  the  last  by 
artillery  fire.  Awards  earned  in  this  action  by 
Dr.  Taylor  included  the  Bronze  Star  Medal, 
Purple  Heart  and  Combat  Infantry  Badge. 

Delaware  doctors  who  had  served  as 
medical  officers  in  both  WW  I and  WW  II  were 
felt  to  deserve  special  recognition  in  Part  II. 
Joseph  M.  Barsky,  Sr.,  and  Victor  D. 
Washburn  are  two  Delaware  physicians 
known  to  have  served  in  both  conflicts. 

Dr.  Barsky  was  a native  Wilmingtonian 
and  a 1913  graduate  of  the  Jefferson  Medical 
College.  He  first  entered  military  service  on 
August  10,  1917,  and  served  in  the  A.E.F. 
(American  Expeditionary  Force).  He  served  in 
the  United  States  with  the  305th  Sanitary 
Train  of  the  80th  Infantry  Division  and  went 
overseas  with  this  unit  in  May  1918  as  a 
captain  assigned  to  the  317th  Ambulance 
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Company.  He  was  involved  in  all  the  major 
offensives  of  the  A.E.F.:  Belleau  Wood,  Meuse- 
Argonne,  St.  Mihiel  and  the  battle  of  the 
Marne.  He  was  honorably  discharged  after  his 
return  in  May  1919.  When  the  Delaware 
National  Guard  reorganized  from  Infantry  to 
anti-aircraft  artillery  in  1921,  Dr.  Barsky  was 
recruited  into  the  Guard  by  Dr.  Victor 
Washburn.  He  was  mobilized  with  the  Guard's 
198th  Coast  Artillery  Regiment  (Anti-Aircraft) 
in  September  1940  and  went  overseas  with 
them  in  January  1942  to  Bora  Bora  (Bobcat 
Island),  Society  Islands.  He  served  in  the 
Pacific  Theater  until  April  1944,  when  he 
returned  to  the  United  States  and  served  at 
several  hospitals  and  attended  courses  at  the 
Mayo  Clinic.  For  his  service  on  Bora  Bora,  Lt. 
Col.  Barsky  received  the  Legion  of  Merit  for  his 
leadership  in  developing,  organizing  and 
implementing  the  sanitary  measures  for  the 
hundreds  of  U.S.  troops  and  the  primitive 
natives  on  that  island.  Subsequently,  in  1945, 
he  served  as  the  Commander  of  the  226th 
General  Hospital,  Reims,  France.  Following 
his  wartime  service,  Colonel  Barsky  retired 
with  the  honorary  rank  of  brigadier  general  in 
December  1946.  Dr.  Barsky  died  after 
suffering  a heart  attack  playing  golf  at  the 
Brandywine  Country  Club  on  July  31,  1948. 

Victor  D.  Washburn  was  born  in  New  York 
City,  July  16,  1882.  His  undergraduate 

schooling  was  completed  in  New  York  City.  He 
attended  the  Atlantic  Medical  College,  a 
homeopathic  school,  and,  following  an  intern- 
ship at  the  Maryland  Homeopathic  Hospital, 
graduating  in  1905.  He  began  practice  in 
Wilmington  in  1907,  specializing  in  nonsurgi- 
cal  urology.  He  served  in  the  U.S.  Army 
Medical  Corps  in  World  War  I from  1917  to 
1919.  During  World  War  I he  held  many 
assignments  in  the  United  States,  from  an 
assignment  as  a senior  assistant  instructor  at 
Camp  Greenleaf  School  of  Urology,  to  hospital 
assignments  ending  in  1919  as  chief  of  the 
Urologic  Service  at  U.S.  Army  Hospital  #38, 
Eastview,  New  York.  In  the  reorganization  of 
the  Delaware  National  Guard  in  1920-1921,  he 
was  responsible  for  developing  the  Medical 
Detachment.  He  served  with  the  Delaware 
National  Guard  until  they  were  called  to  active 
duty  in  September  1940.  It  is  presumed  that, 
since  he  would  have  been  58  years  old,  he  was 
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Victor  D.  Washburn,  1946 


ineligible  for  active  duty.  However,  with  the 
rank  of  lieutenant  colonel  he  was  appointed 
chief  of  the  Medical  Service  for  the  Delaware 
Selective  Service  System  in  October  of  that 
year.  On  August  17,  1942,  he  was  assigned  to 
the  same  position  with  the  Massachusetts 
State  Headquarters  for  Selective  Service  and 
was  promoted  to  colonel.  He  held  this  position 
for  the  duration  of  the  war.  He  received  the 
Army  Commendation  Medal  for  his  initiative 
and  innovation  for  a medical  survey  program 
designed  to  provide  the  armed  forces  with 
advanced  information  on  registrants  with 
abnormal  medical  histories  which  precluded 
the  armed  forces  from  accepting  them  and 
thereby  accepting  responsibility  for  men 
obviously  disqualified  for  military  service.  In 
addition,  Dr.  Washburn  developed  a require- 
ment for  complete  chest  x-ray  examinations  for 
all  inductees  and  implemented  a rehabilitation 
program  for  discharged  servicemen  designed 
to  secure  employment  for  them  after  their 
separation  from  military  service.  Upon  his  own 
separation  from  service  he  returned  to  his 
medical  practice  and  many  civic  duties  for  the 
city  of  Wilmington  and  the  state  of  Delaware. 
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Isadore  Slovin,  cover,  Officer’s  Identification  Card,  1942 


_ 


Isadore  Slovin,  inside,  Officer’s  Identification  Card,  1942 


He  retired  from  the  Delaware  National  Guard 
in  1946  with  the  honorary  rank  of  brigadier 
general.19,20 

An  important  aspect  of  the  service  of 
physicians  during  World  War  II  was  the  fact 
that  medical  personnel,  as  noncombatants, 
were  accorded  protected  status  by  the 
provisions  of  the  Geneva  Convention  of  July 
27,  1929.  However,  the  idea  for  the 

development  of  both  an  organization  and  rules 
for  the  care  and  relief  of  soldiers  in  time  of  war 
dates  back  to  1859  by  Jean  Henri  Dunant,  a 
Swiss.  As  early  as  1863  conferences  were 
convened  and  the  first  principles  were 
established  in  1864.  One  of  the  issues  defined 
was  an  international  symbol  to  identify 
facilities  and  personnel  engaged  in  these 
humanitarian  activities.  The  symbol  was  a red 
cross  on  a white  field  (the  reverse  of  the  Swiss 
flag).  Modifications  to  the  1864  Convention 
were  made  in  1899,1906  and  1929.  The  United 
States  began  adhering  to  the  Convention  in 
1882.  Through  the  offices  of  the  International 


Isadore  Slovin,  cover,  Medical  Department  (Protective) 
Identification  Card,  1943 


Isadore  Slovin,  inside,  Medical  Department  (Protective) 
Identification  Card,  1943 


Red  Cross  the  Conventions  are  continually 
being  reviewed,  the  most  recent  revisions 
being  in  1949  and  1977. 21,22  Not  all  countries 
adhered  to  the  Convention  during  WW II,  most 
notably,  Japan. 

At  the  start  of  World  War  II  the  United 
States  conformed  to  the  provisions  of  the  1929 
Geneva  Convention.  Each  service  provided  its 
members  with  appropriate  documents  and 
publications  stressing  the  need  to  obey  the 
provisions  of  the  Convention.  One  of  the 
personal  documents  provided  to  medical 
personnel  was  their  ID  (identification)  card.  In 
1942-43,  Isadore  Slovin  was  issued  two  such 
cards.  The  first  was  a three-part,  “Officer’s 
Identification  Card.”  The  second  was  a Medical 
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Richard  D.  Sanders,  front.  Protected  Personnel  Identifica- 
tion Card,  1944 


Department,  Red  Cross  card,  “Issued  in 
accordance  with  Article  21,  Geneva  Treaty, 
July  27,  1929.” 

In  1944,  Richard  D.  Sanders  received  a 
new  “Certificate  of  Identity,  to  be  issued  to 
military  and  civilian  protected  personnel.” 
This  ID  was  issued  under  the  same  Article  of 
the  Geneva  Convention.  This  card  served  both 
purposes,  as  ID  and  Geneva  protection.  The 
card  was  of  an  orange-yellowish  tint, 
emblazoned  on  the  reverse  side  with  a large  red 
cross  and  laminated  in  plastic.  This  card 
further  described  who  the  bearer  was. 

Other  information  of  interest  about  the 
Geneva  Convention  is,  “According  to  the  1929 
Geneva  Wounded  and  Sick  Convention,  the 
protected  status  granted  to  unarmed  medical 
personnel  would  be  jeopardized  if  they 
committed  acts  injurious  to  the  enemy.  The 
Convention’s  prohibition  against  medical 
personnel  or  units  possessing  arms,  however, 
was  not  exclusive.  The  disqualifying  factor  for 
the  protective  status  of  medical  personnel  was 
not  their  possession  of  arms,  but  the  manner  in 
which  they  were  used.  Medical  personnel  and 
facilities  could  resort  to  arms  in  self-  defense  or 
in  the  defense  of  the  wounded  and  sick  in  their 
care.  In  addition,  hospital  attendants,  or 
orderlies,  could  be  armed  to  serve  as  sentries  ... 

“The  provisions  of  the  1929  Geneva 
Convention  applied  primarily  to  international 
conflicts.  A recodification  of  the  1929 
Convention  pertaining  to  the  protection  of  war 
victims  by  the  Geneva  Convention  of  August 
12,  1949,  extended  the  provisions  to  armed 
conflicts  that  were  not  international  in 
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Richard  D.  Sanders,  back,  Protected  Personnel  Identifica- 
tion Card,  1944 

character,  but  that  were  confined  to  the 
territory  of  a single  signatory  nation.  A 1977 
protocol  to  the  1949  Geneva  Convention 
specifically  excluded  the  applicability  of  the 
Convention’s  provisions  to  internal  distur- 
bances and  tensions,  riots,  isolated  and 
sporadic  actions  of  violence,  and  similar  acts, 
such  as  civil  disturbances,  that  could  not  be 
categorized  as  armed  conflicts.  Throughout  the 
post-World  War  II  period,  the  U.S.  Army  has 
adhered  to  the  provisions  of  the  Geneva 
Conventions  of  1929,  and  its  recodification  in 
1949,  as  the  fundamental  laws  of  land  warfare. 
It  would  appear  that  the  arming  of  medical 
personnel  of  the  Delaware  Army  National 
Guard  during  the  1968  civil  disturbances 
conformed  to  the  1949  Geneva  Convention.”22 
[Emphasis  added. ILThe  author  was  the 
commander  of  all  deployed  Delaware  Guard 
medical  personnel  during  the  quoted  period. 
Since  the  professional  and  technical  personnel 
were  assigned  to  fixed  hospital  facilities,  those 
Guard  hospital  personnel  not  in  those 
categories  were  used  for  the  protection  of 
bridges,  roadways,  the  water  works,  etc.,  but 
that’s  another  story  .1 

What  follows  in  Part  II  are  descriptions  of 
the  liberation  of  the  Philippines  from  two  very 
different  perspectives,  a detailed  report  from  a 
little  known  allied  command  in  Persia,  the 
events  leading  to  an  award  for  valor  (not  in 
combat),  a description  of  a specialty  Army  Air 
Force  Unit,  a story  of  the  only  Delaware  doctor 
to  make  the  supreme  sacrifice  for  his  country 
and  a series  of  vignettes  about  several 
Delaware  physicians  during  WW  II. 
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Theodore  B.  Strange  MD 


B-New  York,  NY,  12-9-14.  BS,  Univ  of  VA,  1936. 
MD,  Univ  of  VA,  1 940.  Int:  Union  Memorial  Hosp, 
Baltimore,  MD,  40-  41.  Res:  Orthopaedic  Surg, 
Albany  Med  Col,  Albany,  NY,  41-42.  EMS:  5-12- 
42.  USN,  Gen  Med  Off.  Sea  duty,  destroyer,  USS 
Barney,  6-42  to  7-43.  USN  Sch  of  Aviation  Med, 
Pensacola,  FL,  8-43  to  1-44.  Sea  duty,  escort 
aircraft  carrier,  USS  Kalinin  Bay,  2-44  to  12-44. 
NAAS,  Rodd  Field,  Corpus  Christi,  TX,  12-44  to 
4-46.  ACM,  APCM  w/3stars,  PLR  w/ 1 star,  PUC 
w/1  star,  WWIIVM.  Lt  Cmdr.  SMS:  5-11-46. 
Orthopaedic  Surgical  Practice,  Wilm,  DE,  1 946 
to  1980  for  operative  orthopaedics.  Office 
practice  and  assisting  in  ER  of  orthopaedics,  Kent 
and  Queen  Anne’s  Hosp,  Chestertown,  MD;  and 
office  practice,  Dover,  DE;  Wilm,  DE;  1980  to 
present. 

Two  high  level  military  operations  orders  had  a 
lasting  impact  on  Navy  Lieutenant  Ted 
Strange,  MC.  The  first  of  these  said  in  part, 
“Make  utmost  effort  to  maintain  and  make 
advantageous  use  of  the  strategic  status  quo; 
plan  to  smash  the  enemy’s  strength;  take  the 
initiative  in  creating  favorable  tactical  oppor- 
tunities, or  seize  the  opportunity  as  it  presents 
itself  to  crush  the  enemy  fleet  and  attacking 
forces....  Co-operate  closely  with  related  forces 
to  maintain  security  of  surface  routes  between 
Japan  and  vital  southern  sources  of  materials.” 
This  order  was  from  the  Japanese  Imperial 
General  Headquarters.2 

The  second,  defining  the  mission  of  the  7th 
Fleet  of  General  Douglas  MacArthur’s  South- 
west Pacific  Area  of  Operations  for  the 
invasion  of  the  Philippines  at  Leyte,  stated  in 
part,  “[the  7th  Fleet  will!  support  the  operation 
by  ...  clearing  the  SURIGAO  STRAIT  area  of 
hostile  naval  forces  and  shipping  and  sweeping 
the  SURIGAO  STRAIT  to  open  it  for  naval 
operations  and  shipping  in  the  CAMOTES  SEA 
and  adjacent  waters,  in  conjunction  with 
operations  of  the  SIXTH  US  ARMY,”  and, 
“Escort  and  protect  shipping  on  the  lines  of 
communications  into  the  LEYTE  and  SAMAR 
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Theodore  B.  Strange,  1942 


areas.”3 

Theodore  B.  Strange  MD,  volunteered  for 
active  duty  in  the  United  States  Naval  Reserve 
as  a medical  officer  in  December  1941.  He  was 
subsequently  called  to  active  duty  as  a 
lieutenant  (jg),  MC,  in  May  1942.  No  formal 
orientation  into  the  naval  service  was 
provided.  His  first  assignment  was  of  only  two 
weeks'  duration  at  the  Norfolk,  Virginia,  Naval 
Hospital  working  with  orthopaedic  cases.  He 
was  then  assigned  to  the  USS  Barney,  a 
destroyer  built  in  1917,  for  duty  in  the  Atlantic/ 
Caribbean  area.  The  Barney  provided  convoy 
duty  between  Guantanamo,  Aruba,  Trinidad, 
the  South  Atlantic  and  the  Panama  Canal. 
During  this  tour  of  duty  Dr.  Strange  applied  to 
and  was  accepted  into  the  Navy  School  of 
Aviation  Medicine,  Pensacola,  Florida.  As  part 
of  this  training  he  was  taught  to  fly.  He  soloed 
in  both  land  and  sea  planes. 

Following  his  graduation  as  a flight 
surgeon,  he  drove  his  1937  Pontiac  sedan 
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Theodore  B.  Strange,  USS  Barney  (DD  USS  Kalinin  Bay  (CVE  68).5 
149),  1943 


across  country  to  the  Naval  Air  Station,  San 
Diego,  California.  While  awaiting  his  orders  to 
the  Pacific,  an  interesting  temporary  duty 
assignment  occurred.  Lieutenant  Strange  was 
sent  to  the  southwestern  desert  as  a member  of 
a team  to  assist  in  the  recovery  of  a 26-ton 
“flying  boat”  that  had  been  forced  down  in  the 
desert  after  an  oil  line  break.  Interesting  in 
that  the  “flying  boat”  had  no  wheels  and  having 
it  take  off  from  the  desert  on  its  own  power  was 
quite  an  engineering  feat. 

He  departed  California  for  Pearl  Harbor, 
on  an  LST  (Landing  Ship  Tank)  in  February 
1944.  At  Pearl  Harbor  he  was  assigned  to  a 
composite  squadron  of  both  bombers  and 
fighters  aboard  the  escort  carrier,  Kalinin  Bay 
(CVE  68). 

The  first  major  combat  action  for  Dr. 
Strange  was  the  invasion  of  Palau.  But  the 
next  engagement,  the  invasion  of  the 
Philippines  at  Leyte,  is  even  to  this  day,  his 
most  memorable.  The  invasion  took  place  on 
October  20,  1944,  but  the  never-to-be-forgotten 
naval  battle,  known  as  the  Battle  of  Leyte  Gulf, 
began  on  the  morning  of  October  25,1944. 

It  must  be  remembered  that  in  March  1942 
the  Allies  reorganized  the  Pacific  Theater  into 
three  major  commands:  the  China-Burma- 
India  Command  (CBI),  under  General  Joseph 
W.  Stilwell;  the  Southwest  Pacific  Area 
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Command  (SWPA),  under  General  Douglas 
MacArthur;  and  the  Pacific  Ocean  Area 
Command  (PAC),  under  Admiral  Chester  W. 
Nimitz.1^  To  ensure  the  success  of  the  invasion, 
both  the  7th  Fleet  of  Admiral  Thomas  C. 
Kincaid,  under  General  Douglas  MacArthur’s 
command,  and  the  3rd  Fleet  of  William  F. 
Halsey,  under  the  command  of  Admiral 
Chester  W.  Nimitz  were  needed.  Following  the 
initial  successes  of  the  invasion,  Admiral 
Halsey  departed  the  Leyte  area  in  response  to 
a Japanese  decoy  force  far  to  the  north  of  Leyte. 
This  depleted  the  available  naval  power  in  the 
Leyte  Gulf  by  well  over  50  percent. 

On  November  1,  1944,  Lieutenant  Strange 
wrote  his  “Impressions  of  the  battle  of  Oct 
25,1944”: 

“I  had  gone  down  to  G.Q.  [assigned  duty 
station]  as  usual  at  0530  and  at  0630  I went 
down  to  my  room.  Being  Wed.  morning  and 
laundry  day,  I changed  into  clean  clothes  and 
went  down  to  breakfast.  I had  no  sooner  sat 
down  than  the  general  alarm  rang  for  ‘man  all 
battle  stations.’  I drank  a glass  of  fruit  juice 
and  was  on  my  way.  I figured  I’d  be  back  in  a 
few  minutes,  this  being  another  bogie  [false 
alarm]. 

“I  reached  my  battle  station  which  was  the 
most  forward  passageway  just  under  the  flight 
deck.  I put  on  my  steel  helmet  and  went  out  on 
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Launching  aircraft,  October  25,  1944,  Battle  of  Leyte  Gulf5 


Fire  fighting  on  the  gun  deck  and  flight  deck5  Note  how 
dark  it  is  though  daytime.  Battle  of  Leyte  Gulf 


Kamikaze  hit  on  the  St.  Lo,5  Battle  of  Leyte  Gulf 


the  starboard  side  to  ask  one  of  the  gun  talkers 
[the  sailors  manning  an  anti-aircraft  gunl 
what  it  was  this  time.  Coming  outside  I looked 
aft  in  time  to  see  two  spouts  of  water.  Looking 
forward  I saw  three  more.  Being  overcast,  I 
assumed  planes  were  dropping  bombs  on  us.  It 
was  then  we  were  informed  that  they  were 
shells  [from  surface  vessels]  and  not  bombs.  It 
was  hard  to  believe  that  it  had  come  at  last. 

“The  last  thing  I ever  expected  was  to  be 
engaged  by  enemy  surface  vessels.  We  knew 
that  there  were  several  [enemy]  task  forces  in 
the  vicinity  but  [believed]  all  were  some 
distance  away,  the  nearest  being  west  of  Leyte, 
Negros  and  Cebu  Islands.  [However],  the  day 
before  a portion  of  our  first-line  fleet  [Halsey’s 
ships],  a sizeable  task  force  consisting  of 
several  battleships,  large  aircraft  carriers  and 
a protecting  screen  of  destroyers  were 
operating  not  over  10  miles  from  us  during  the 
afternoon.  I felt  sure  they  were  nearby  and 
would  soon  be  on  the  way.  [Note:  No  Japanese 
aircraft  carriers  were  in  any  of  the  attacking 
forces.  There  were  four  in  the  decoy  force  noted 
above.  The  attacking  planes  were  land  based 
from  Luzon  and  Mindanao.]  Yet  most  of  all,  I 
counted  on  our  air  power  to  do  the  trick.  The 
day  before  we  shot  down  12  planes  and  had  lost 
one,  and  that  due  to  a collision,  and  not  gun 
fire.  There  had  been  some  talk  the  night  before 
of  loading  some  of  the  TBMs  [torpedo  bombers] 
with  fish  [torpedoes]  in  case  the  Japs  decided  to 
come  after  us. 

“Planes  were  soon  taking  off  the  deck  with 
the  Japs  at  15  miles.  I felt  that  all  would  be 
different  soon.  I went  inside  and  broke  out  my 
gear,  consisting  of  bandages,  large  battery  spot 
lights,  etc.  Now  and  then  a shell  would  come 
close  enough  to  shake  the  ship.  Fear  by  then 
had  grabbed  me  by  the  pit  of  the  stomach.  I had 
one  [medical]  corpsman  with  me,  Joe  Dankoff. 
We  sat  on  cots  looking  at  one  another.  We 
didn’t  say  much  except,  ‘Where’s  the  fleet?’  or, 
‘Why  didn’t  our  planes  knock  them  out?’ 

‘We  were  one  of  six  carriers,  all  CVEs 
[escort  carriers],  with  a screen  of  four 
destroyers  and  two  destroyer  escorts.  The  air 
at  first  was  filled  with  planes,  but  soon  there 
was  not  a plane  to  be  seen.  By  now,  one  half 
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hour,  the  shelling  was  getting  very  close.  A 
near  miss  would  shake  the  ship  from  stem  to 
stern.  The  sound  is  hard  to  describe  if  not 
heard,  a metallic  bang  and  echoing  with  the 
deck  jumping  under  your  feet.  ...  Chief 
Holland,  a pharmacist  mate,  would  stick  his 
head  in  [our  compartment  to  check  on  usl  ... 

“Soon  after  the  battle  began,  Chaplain 
Elmer  Bosserman  talked  to  us  over  the  P.A. 
[public  address]  system.  The  news  he  gave  us 
got  worse  and  worse.  Three  enemy  cruisers 
were  bearing  down  on  us  rapidly  and  closing 
from  24,000  to  20,000  yards.  Our  destroyers 
were  laying  a smoke  screen  between  us  which 
would  afford  us  only  temporary  relief.  We 
would  also  go  in  and  out  of  rain  squalls  which 
would  also  afford  us  temporary  relief.  Just 
before  0800  the  Japs  got  our  range  and  we  soon 
knew  it.  A terrific  resounding  crashing  sound 
was  heard,  followed  by  the  usual  terrific 
shaking. 

“Then  over  the  P.A.  system  came,  ‘Dr. 
Strange  report  to  Radar  Plot  immediately, 
there  have  been  some  casualties.’  I grabbed  my 
first  aid  pouch,  went  out  the  starboard  side  and 
aft  to  the  bridge.  Men  and  officers  were 
huddled  about  their  guns  with  grim,  drawn 
faces.  They  kept  below  the  sides  of  the 
sponsons  [gun  platform],  deriving  some  sense 
of  protection  from  3/8  inch  steel. 

“Entering  the  Radar  Plot  through  the  Air 
Coordinator  [Section],  I knew  the  war  had 
reached  me  in  its  grimmest  form.  The  room 
was  small,  12  x 15  feet,  filled  with  smoke  made 
up  of  burning  gun  powder,  shorted  wires, 
burning  rubber.  It  was  so  dense  that  my  small 
flashlight  penetrated  only  up  to  two  feet. 
Somebody  said  a man  was  hit  and  lying  over  by 
the  transom.  He  was  lying  on  his  face.  His  back 
was  avulsed  down  to  the  ribs,  his  face  was 
white  and  though  his  lips  moved  no  sound  was 
forthcoming.  I dumped  out  my  kit  and 
ineffectually  began  to  lay  some  3"  gauze 
bandage  over  the  wound.  As  I was  doing  this,  a 
man  came  in,  Christenson,  and  said,  ‘Doc,  I’ve 
been  hit.’ 

“Blood  was  spurting  from  his  right  hand 
and  his  left  elbow  hung  limp.  I transferred  my 
attention  to  him  putting  a dressing  on  his 
hand,  and  taking  my  knife  I cut  away  his  sleeve 


Kamikaze  hit  on  the  Kalinin  Bay,5  Battle  of  Leyte  Gulf 


Caring  for  the  wounded.  USS  Kalinin  Bay,5  Lieutenant 
Strange  on  the  right,  Battle  of  Leyte  Gulf 


Caring  for  the  burned  gun  crew  members,5  USS  Kalinin 
Bay,  Battle  of  Leyte  Gulf. 
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Burial  at  sea,  USS  Kalinin  Bay,5  Battle  of  Leyte  Gulf 


and  placed  a dressing  [on  his  other  wounds].  I 
told  him  to  go  outside  and  lie  down.  He  started 
out,  but  came  back,  and  so  saved  his  life.  We 
were  hit  by  two  8-inch  shells,  one  of  which 
passed  diagonally  through  a doorway  [just]  five 
feet  from  me  and  the  one  he  was  to  go  through. 
[The  shell]  ruptured  a compressed  air  line, 
which  added  to  the  din.  The  other  [shell 
exploded]  a little  forward  and  just  below  us. 

“By  then  Joe  Dankoff  arrived  and  yelled  at 
Christenson  to  give  us  a hand  in  moving 
Wilson,  the  man  with  the  back  injury.  I looked 
at  Wilson,  saw  he  was  dead  so  we  all  cleared 
out.  I passed  a few  casualties  which  were  minor 
and  being  taken  care  of  by  the  Chief  [Holland]. 
While  working  my  way  forward  I saw  two  of  the 
[screening]  destroyers  lying  so  close  in,  God 
knows  why  we  lasted  another  minute. 

“The  dressing  room  was  filled  with 
casualties,  none  very  serious.  We  applied 
dressings  and  later  put  the  men  out  in  the 
passageway.  By  then  we  had  the  word  the 
[enemy]  cruisers  had  closed  to  16,000  yards  on 
one  side  and  five  Jap  destroyers  were  firing  in 
column  on  the  other.  Our  only  protection 
against  this  terrific  fire  power  was  one  5-inch 
gun  per  carrier  aimed  through  telescopic 
lenses  [sights]  and  loaded  by  hand.  Why  the 
Japs  did  not  close  and  finish  us  off  will  forever 
be  a mystery  to  me.  During  a lull  we  evacuated 
our  casualties  to  the  main  sick  bay,  giving  one 
with  a back  injury  (he  was  sitting  next  to  the 
man  who  was  killed)  a unit  of  plasma. 

“The  Japs  soon  found  our  range  again  and 
were  straddling  us  with  near  hits  and  then  a 
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hit.  The  Gambier  Bay  had  been  hit  and  stopped 
dead  in  the  water.  We  were  now  tail-end 
Charlie  bearing  the  brunt  of  the  battle.  By  now 
I knew  we  were  done  for  and  prayed  we  would 
be  hit  somewhere  to  stop  us.  I felt  that  we 
would  be  safer  in  the  water  for  the  Japs  would 
not  have  the  time  to  pick  us  off.  Still  we 
continued  to  take  it  again  and  again  and  again. 
As  before,  there  were  temporary  lulls  due  to 
the  weather  or  smoke  screen.  This  went  on  and 
on. 

“My  one  feeling  was  that  of  hopelessness. 
When  the  shells  got  close  we  would  hit  the  deck 
and  lie  there.  I wanted  to  crowd  my  whole  body 
into  my  helmet.  I lay  on  my  hands  to  protect 
them  for  I figured  they  were  more  valuable  to 
me  than  arms  or  legs  in  regards  to  making  a 
living.  I wondered  what  it  would  feel  like  to 
have  a piece  of  shrapnel  hit  you  and  knock  you 
about.  I prayed  and  prayed  that  we  would  get 
through  [this  battle]. 

“I  thought  of  my  wife  and  our  little  family 
and  how  much  I had  to  live  for.  I wondered  at 
the  time  whether  our  second  child  was 
entering  this  world  perhaps  to  replace  me.  This 
shelling  lasted  for  a total  of  two  and  one  half 
hours  and  then  broke  off.  What  a deadly  quiet! 
Then  again  our  guns  opened  up.  [It  was]  the  40 
millimeters  [anti-aircraft  guns].  What  now? 
Over  the  P.A.  system  came  the  word,  ‘We  are 
undergoing  a torpedo  attack.’  The  Jap 
destroyers  as  a last  resort  opened  up.  A total  of 
10  torpedoes  were  fired  at  [our]  ship  alone.  A 
TBM  [aircraft]  exploded  two  [of  the  torpedoes], 
our  5-inch  gun  deflected  the  course  of  two  and 
we  twisted  and  turned  away  from  the  rest. 
Some  of  them  came  alongside  the  ship  and 
went  on  ahead.  Then  over  the  P.A.  system 
came  the  word,  ‘Stand  by  for  torpedo  hit.’  We 
fell  to  the  deck  and  I prayed  it  would  hit  aft  for 
a torpedo  would  utterly  destroy  the  part  of  the 
ship  it  hit.  Again,  nothing  happened.  We 
learned  later  that  the  ‘fish’  came  up  aft,  was 
fired  on  by  the  5-inch  gun  (three  rounds)  then 
disappeared  in  the  water  just  aft  of  the  stern 
and  then  reappeared  on  the  port  side,  where  it 
soon  expended  its  course  and  sank. 

“For  the  next  20  to  30  minutes  all  was 
quiet.  Then  over  the  PA  system  came  the  word, 

‘ Jap  planes  overhead.’  Being  immediately 
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under  the  flight  deck,  I had  visions  of  50  calibre 
bullets  going  through  the  deck  like  tissue 
paper.  We  didn’t  have  long  to  wait  when  the 
gunners  sang  out,  ‘Here  they  come!’  The  40 
millimeters  opened  first,  and  then  the  20  mm. 
By  now  all  the  fight  was  out  of  me  and  this 
seemed  like  the  last  straw.  Thus  I hit  the  deck 
and  kept  praying  and  did  not  go  outside.  I could 
hear  the  other  ships  firing  too.  We  were  kept 
informed  over  the  PA  system  and  were 
somewhat  encouraged  by  hearing  that  several 
were  shot  down. 

“Our  luck  could  not  last  forever.  This  [air 
attack]  was  part  of  the  suicide  squadrons  the 
guerrillas  on  the  Philippines  had  told  us  about. 
When  they  took  off  they  knew  they  would  not 
come  back.  One  crashed  on  the  flight  deck  aft  of 
the  bridge  but  skidded  off  into  the  sea.  This  was 
soon  followed  by  another  one.  But  the  second 
[one]  caught  on  fire  [after  it  hit].  A blast  of 
burning  gasoline  swept  over  a 20  mm  gun  crew 
manned  by  steward  mates  [as  it  too  went  over 
the  side].  Fifteen  in  all  were  burned,  including 
Lt.  Cmdr.  Reifsnyder,  the  gun  commander. 
They  were  immediately  moved  inside  and  all 
but  three  were  evacuated  to  the  sick  bay.  I was 
not  aware  of  this  till  after  the  air  attack. 

“At  this  time  the  St.  Lo  was  hit  by  one  of 
these  planes,  set  afire  and  abandoned.  She 
soon  blew  up  and  sank.  One  of  our  fighter 
pilots,  Ens.  Murphy,  had  landed  aboard  [the 
St.  Lo]  just  five  minutes  before.  He  was  unhurt 
and  joined  us  later.  We  could  easily  feel  the 
concussions  through  the  water  and  I wondered 
whether  the  shelling  had  recommenced.  After 
20  to  30  minutes  of  this,  the  Japs  left  and  all 
was  deadly  quiet  again.  The  St.  Lo  was  sunk  by 
[a]  one-plane  suicide  crash.  We  had  suffered 
two,  yet  survived. 

“Following  the  plane  attack  we  steamed 
along  unescorted  headed  south.  The  island  of 
Samar  was  off  to  our  starboard  quarter  not 
very  far  away,  10  to  15  miles,  and  I hoped  my 
last  sight  of  the  Philippines.  I left  my  G.Q. 
station  and  went  to  see  some  burn  patients  on 
the  port  side  forward  just  under  the  hangar 
deck.  With  help  I gave  each  one  a unit  of 
plasma.  Then  I went  below  to  our  one-time 
spotless  sick  bay.  Several  inches  of  water  and 
fuel  oil  sloshed  over  the  deck.  A shell  had  hit 
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the  fuel  and  water  tanks.  Thus,  we  no  longer 
had  any  water,  for  fuel  oil  came  out  of  the  water 
faucets. 

“Dr.  Wally  Allen  was  busy  as  hell  putting 
on  dressings,  etc.,  but  there  was  no  need  of  me. 
So,  I went  up  to  the  Chief  Quarters  where  we 
had  15  burn  patients.  We  gave  them  all  a unit 
of  plasma,  30  grains  of  sulfadiazine  and  applied 
Vaseline  and  pressure  dressings  to  their  burns. 
We  obtained  some  tomato  juice  which  we 
poured  into  them  and  later  some  soup.  This 
being  squared  away  I went  down  to  help  Wally 
and  we  spent  the  rest  of  the  afternoon  sewing 
up  the  larger  wounds  and  applying  bandages. 

“During  the  morning  I had  cut  my  left 
index  finger  quite  badly  on  my  knife.  This 
made  no  difference  for  we  could  not  scrub  due 
to  the  lack  of  water  so  I just  pulled  the  sterile 
rubber  gloves  over  my  fuel-oil-soaked  hands, 
bandage  and  all. 

“At  7:00  p.m.  the  word  came,  ‘Secure  from 
G.Q.’  The  ship’s  personnel  had  been  at  their 
battle  stations  for  12  hours  with  a few 
sandwiches  to  sustain  them.  We  breathed  a 
sigh  of  relief  and  kept  on  working.  Then 
suddenly  the  ship  shook  violently  several 
times.  An  icy  feeling  crept  over  me  and  we 
looked  at  each  other,  ‘God  no.  Not  any  more 
shelling.’  G.Q.  sounded  and  I left  for  my  battle 
station.  Then  the  word,  ‘We  are  under  attack 
from  Jap  submarines  and  aircraft.’  We  made  a 
sharp  turn  to  starboard.  We  later  learned  that 
this  was  to  avoid  hitting  one  of  our  destroyers 
which  was  depth-bombing  the  sub.  We  also 
learned  that  he  sank  same.  Again  luck  was 
with  us  for  the  [enemy]  aircraft,  some  15  in 
number,  vectored  three  miles  from  us.  Perhaps 
the  sub  had  given  them  the  word  where  we 
were,  but  they  had  flown  after  another  carrier 
force. 

“I  couldn’t  sleep  that  night  as  any  noise  or 
motion  would  awaken  me  and  I would  stare  at 
the  overhead  with  my  heart  pounding.  As  I 
write  this  several  days  later  I still  jump  from 
any  loud  noise.  I find  it  hard  to  put  in  writing 
the  paralyzing  fear  of  that  shelling  and  thank 
God  He  brought  us  through  so  relatively 
unhurt....  The  Japs  will  never  understand  why 
we  didn’t  sink,  neither  will  we.” 

For  this  action  the  officers  and  crew  of  the 
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Kalinin  Bay  were  awarded  the  Presidential 
Unit  Citation. 

In  a personal  communication,  Lieut.  Cmdr. 
Arthur  E.  Fetridge  noted  that  the  Kalinin  Bay 
carried  a large  portion  of  the  battle  against  the 
terrific  armament  of  four  battleships,  nine 
cruisers  and  12  destroyers.  During  the  battle, 
two  of  the  sister  carriers  of  the  Kalinin  Bay 
were  sunk,  as  were  two  destroyers  and  a 
destroyer  escort.4 

The  damage  sustained  by  the  Kalinin  Bay 
was  extensive.  She  could  no  longer  perform  in 
her  primary  role.  With  an  8-degree  list  to  port 
she  limped  back  to  Pearl  Harbor  for  repairs. 
The  crew  was  reassigned  to  other  duty 


stations.  Lieutenant  Strange  asked  for  an 
assignment  anywhere  on  the  east  coast.  He 
was  subsequently  sent  to  a naval  air  station  at 
Corpus  Christi,  Texas,  where  he  became  the 
senior  medical  officer  at  one  of  the  outlying 
fields,  Rodd  Field.  During  this  tour  of  duty  he 
was  promoted  to  Lieutenant  Commander.  And, 
during  this  tour  the  war  ended.  As  physicians 
were  needed  to  determine  any  disabilities,  he 
was  kept  in  the  Navy  until  the  spring  of  1946 
doing  discharge  physical  examinations  at 
Naval  Auxiliary  Air  Station  (NAAS),  Rodd 
Field,  Corpus  Christi,  Texas,  and  discharged  at 
Camp  Wallace,  Texas,  May  11,1946. 

B-Morong,  Rizal,  Philippines,  6-25-27.  BS:  Manila 


Galicano  B.  Inguito  MD 


Central  Univ,  1949.  MD:  Manila  Central  Univ, 
1954.  Int:  Overlook  Hosp,  Summit,  NJ.  Res:  Path 
and  Gen  Surg,  Burlington  Co  Mem  Hosp,  Mount 
Holly,  NJ,  55-60.  Path,  Col  of  Med,  Univ  of 
Manitoba,  Canada  and  Saint  John  and  Saint 
Joseph  Hospitals,  Saint  John,  Canada,  65-70. 
EMS:  8-15-42  (Age  15),  San  Guillermo 

Mountains,  Pvt.  Mata’s  Unit,  Marking’s  Filipino- 
American  Troops,  Army  of  the  Philippines.  SMS: 
4-9-45,  Pfc.  EMS:  3-18-81,  DE  Army  NG,  Wilm, 
DE.  Medical  Officer/Hospital  Commander,  116 
MASH,  3-18  to  2-12-90.  Del  Distinguished 
Service  Medal.  Lt  Col.  SMS:  2-12-90.  Gen  Surg, 
Philippines,  1965-1968.  Fellow:  Forensic  Path, 
Medical  Examiner’s  Office,  Baltimore,  MD,  1971- 
72,  Forensic  Path,  Coroner’s  Office,  Pittsburgh, 
PA,  1972-74  and  Medical  Examiner’s  Office, 
State  of  DE,  Wilm,  DE,  1974  to  Present. 

The  relationship  of  the  United  States  with  the 
Philippine  Islands  can  be  dated  to  May  1898. 
The  Philippines  had  been  under  Spanish  rule 
for  over  300  years,  but  the  United  States’,  war 
with  Spain  ended  with  Spain  ceding  the 
Philippines  to  the  United  States.  The  United 
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Galicano  B.  Inguito.  First  picture  taken  of  him,  1963 


States’  involvement  during  that  war  in  the 
Philippines  was  initially  predicated  on  assist- 
ing the  Filipinos  to  gain  their  independence. 
However,  following  the  U.S.  naval  victory  at 
the  Battle  of  Manila  Bay,  the  U.S.  landed 
ground  troops.  Subsequent  to  the  ceding  of  the 
Philippines  to  the  United  States,  hostilities 
broke  out  between  these  U.S.  troops  and  the 


Del  Med  Jrl,  December  1994,  Vol  66  No  12 


Special  Article 


Filipinos.  The  Filipinos  did  not  recognize  U.S. 
sovereignty  over  the  islands.  No  consideration 
was  given  initially  to  Filipino  claims  of 
independence.  Not  until  1916  did  the  United 
States  formally  acknowledge  that  the  Philip- 
pines should  be  independent,  and  the  date  of 
July  4,  1946  was  selected  as  the  date  to  grant 
this  independence.  In  furtherance  of  this  goal 
the  Philippines  became  a self-governing  com- 
monwealth in  1935  with  a constitution 
modeled  on  that  of  the  United  States.  The  U.S. 
however,  maintained  responsibility  for  defense 
and  foreign  affairs.  At  this  same  time  the 
granting  of  independence  in  1945  or  1946  was 
affirmed.  Because  of  the  long  affiliation  with 
Spain  and  then  the  United  States,  the  Filipinos 
have  many  cultural  affinities  with  the  west. 
They  are  the  fourth  most  populous  country  in 
which  English  is  one  of  two  official  languages. 
It  continues  to  be  primarily  an  agricultural 
country  but  is  rich  in  natural  resources. 
Though  closely  linked  to  the  west,  the  people 
are  felt  to  be  Asian  in  consciousness  and 
aspirations. 

Almost  simultaneously  with  the  attack  on 
Pearl  Harbor,  the  Japanese  naval  and  air 
forces  attacked  the  Philippine  Islands.  As  was 
the  case  at  Pearl  Harbor,  the  Japanese 
achieved  complete  tactical  surprise  and  the 
Army  Air  Forces  losses  were  such  that  they 
would  not  play  a significant  role  in  the  defense 
of  the  Philippines.  Japanese  ground  forces 
began  their  landings  on  December  9,  1941,  in 
northern  Luzon;  on  December  12th  in 
southern  Luzon;  and  on  December  20th  in 
Mindanao.  The  eventual  retreat  to  and  heroic 
defense  of  the  Bataan  Peninsula  and  the  island 
of  Corregidor  as  well  as  the  surrender  of  all 
other  American  and  Filipino  forces  in  the 
Philippines  on  June  9,  1942,  is  well 

documented  in  other  publications. 

The  surrender  of  all  forces  throughout  all 
the  islands  was  totally  disheartening  and  at 
the  same  time  confusing,  with  conflicting  and 
countermanding  orders.  During  this  period, 
hundreds  of  Americans  and  Filipinos  melted 
into  the  bush  or  escaped  from  captivity, 
including  the  infamous  Death  March,  to  be 
heard  from  again  in  the  organization  of  active 
guerilla  units.  In  Reports  of  General 


A confrontation  in  a village  by  Japanese  soldiers  seeking 
guerrillas.  A Filipino  collaborator  has  his  face  covered  with 
an  inverted  basket  made  of  palm  leaves.25 


MacArthur,1  it  states,  “The  spirit  of  free  men 
thrives  on  oppression.  In  the  European 
Theater,  the  French  Maquis  has  become  a 
valiant  and  symbolic  figure  in  his  untiring 
struggle  against  the  Nazis.  Equally  impressive 
in  the  Pacific  is  the  rise  of  the  Filipino  against 
the  Japanese  invader.  The  Filipinos  fought  for 
the  same  principles  as  the  European  under- 
ground, against  the  same  background  of  peril, 
ruthlessness,  and  hardship.”  Forty -five  spe- 
cific organized  guerilla  groups  are  recognized 
in  this  same  report.8 

Marcos  Villa  Agustin,  a member  of  the 
Philippine  Army,  escaped  from  the  Death 
March  and  organized  an  underground  move- 
ment on  Luzon,  southeast  of  Manila.  This  unit 
was  known  as  Marking’s  Guerrillas.  Because 
of  severe  reprisals  to  the  families  of  guerrilla 
band  members,  a nom  de  guerre  was  most 
frequently  used  not  only  by  the  commanders 
but  by  officers  and  non-commissioned  officers 
and  others.  In  the  later  part  of  1942  a company 
was  recruited  by  a subordinate  of  Gen. 
Agustin,  Col.  Roberto  B.  Mata,  mostly  from  the 
barrio  of  San  Guillermo.  One  of  the  recruits 
was  a 15  year  old,  Galicano  B.  Inguito,  who  was 
joining  in  the  effort  with  other  members  of  his 
family. 

Galy  Inguito  formally  joined  Mata’s 
Combat  Regiment  on  August  15,1942.  He  took 
an  oath  of  allegiance  to  both  the  United  States 
and  the  Commonwealth  of  the  Philippines  and 
was  given  the  rank  of  pfc.  His  first  assignments 
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Loading  su  pplies  at  Tacloban,  Leyte,  Philippine  Islands,  1945,  for  Marking’s  Guerrillas  on 


Luzon.27  Photo  provided  by  National  Archives. 


were  obtaining  food  supplies  and  providing 
security  for  the  “safe"  villages.  The  weapons 
used  by  the  guerrillas  were  a mixture  of  rifles, 
pistols,  shotguns  and  any  weapons  captured 
from  the  Japanese.  Their  uniforms  were  the 
civilian  clothes  of  the  area.  In  recognition  of  his 
performance  of  duty  he  was  promoted  to 
corporal  in  August  1943,  and  in  June  1944, 
promoted  to  sergeant  and  assigned  as  a squad 
leader  of  a combat  squad,  as  well  as  continuing 
his  duties  as  a supply  sergeant.  During  this 
period  of  time  he  was  operating  in  the  area  of 
the  towns  of  Morong  and  Baras  near  the  lake 
Laguna  De  Bay,  Province  of  Rizal. 

His  Certificate  of  Service  for  this  period 
notes  that  he  <rhas  rendered  highly  satisfactory 
services”  in  combat  in  an  encounter  with  a 
Japanese  patrol  at  Sampaloc  Mountain, 
February  15,  1944;  ambushing  a Japanese 
convoy  and  ambushing  a Hukbalahap  patrol  at 
Inhay  Mountain,  September  1944;  and 
ambushing  Japanese  cavalry  on  the  highway 
between  Binangonan  and  Cardona,  January  8, 
1945.  On  February  24,  1945,  landing  at 
Cardona  by  sail  boat  from  Jalajala,  now  a 


Sergeant  Platoon  Guide, 
he  participated  in  the 
liberation  of  Morong, 
San  Guillermo,  Teresa, 
Binangonan,  and  Tanay. 

In  May  1945,  Sergeant 
Inguito’s  unit  was  assist- 
ing the  103rd  U.S.  Infan- 
try Regiment  in  liberat- 
ing the  town  of  Ipo,  and 
subsequently  as  an  inde- 
pendent force,  Marking’s 
Guerrillas  were  instru- 
mental in  capturing  the 
Ipo  Dam  in  support  of  the 
U.S.  43rd  Infantry  Divi- 
sion and  later  supported 
the  38th  Infantry  Divi- 
sion. During  this  period 
the  Filipino  guerrillas 
were  made  “regular”  and 
had  to  reorganize  under 
U.S.  tables  of  organiza- 
tion. This  reorganization 
required  Dr.  Inguito  to 
be  reduced  to  the  rank  of  pfc.  In  the  final 
paragraph  of  his  Certificate  of  Service  the 
battalion  commander  stated,  “Private  First 
Class  G.  B.  Inguito  has  always  been  active 
since  his  induction  into  service  both  during  the 
occupation  and  the  liberation  periods.  His 
services  have  been  highly  satisfactory.” 

Other  islands  in  the  Philippines  were 
subsequently  invaded  and  liberated.  The 
formal  end  to  all  hostilities  in  the  Pacific  came 
while  fighting  was  still  underway  in  the 
Philippines.  “On  15  August  1945,  almost 

115.000  Japanese  — including  noncombatant 
civilians  — were  still  at  large  on  Luzon  and  the 
central  and  southern  islands  ....  Indeed,  on  15 
August,  an  equivalent  of  three  and  two-thirds 
U.S.  Army  Divisions  were  engaged  in  active 
combat  against  Japanese  forces  on  Luzon, 
while  the  equivalent  of  another  reinforced 
division  was  in  contact  with  Japanese  forces  on 
the  central  and  southern  islands.  On  Luzon  the 

21.000  guerrillas  of  the  USAFIP(NL)  [U.S. 
Army  Forces  in  the  Philippines  (Northern 
Luzon jrecognized  by  the  U.S.  Army]  were  still 
in  action,  and  some  22,000  other  Luzon 
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Receipt  of  the  same  supplies  by  the  guerrillas  on  Luzon.27  Photo  provided  by  National 
Archives. 


guerrillas  were  engaged 
in  patrolling  and  mop- 
ping up  activities.  At 
least  another  75,000 
guerrillas  were  mopping 
up  on  the  central  and 
southern  islands.”11 

General  MacArthur 
recognized  the  potential 
of  guerilla  operations 
very  early  in  the  defense 
of  the  Philippines  in 
1942.  From  1942  to  1944 
many  clandestine  opera- 
tions were  launched  by  a 
special  section  of  his 
headquarters  to  support 
the  guerilla  effort.  On 
October  25,  1944,  within 
one  week  of  the  return  to 
the  islands,  he  released  a 
special  message  of  sup- 
port and  encouragement 
to  the  guerrillas  through- 
out the  Philippines.  The  last  two  paragraphs  of 
this  message  said:  “As  Commander-in-Chief  of 
the  forces  of  liberation  I publicly  acknowledge 
and  pay  tribute  to  the  great  spiritual  power 
that  has  made  possible  these  notable  and 
glorious  achievements  — achievements  which 
find  few  counterparts  in  military  history. 
Those  great  patriots,  Filipino  and  American, 
both  living  and  dead,  upon  whose  valiant 
shoulders  has  rested  the  leadership  and 
responsibility  for  the  indomitable  movement  in 
the  past  critical  period,  shall,  when  their 
identities  can  be  known,  find  a lasting  place  on 
the  scroll  of  heroes  of  both  nations — heroes 
who  have  selflessly  and  defiantly  subordinated 
all  to  the  cause  of  human  liberty.  Their  names 
and  deeds  shall  ever  be  enshrined  in  the  hearts 
of  our  two  peoples  in  whose  darkest  hours  they 
have  waged  relentless  war  against  the  forces  of 
evil  that  sought,  through  ruthless  brutality, 
the  enslavement  of  the  Filipino  people. 


“To  those  great  patriots  to  whom  I now  pay 
public  tribute  I say  stand  to  your  battle  stations 
and  relax  not  your  vigilance  until  our  forces 
shall  have  swept  forward  to  relieve  you.”12 

After  32  months  of  service  with  Mata’s 
Regiment  of  Marking’s  Guerrillas,  Pfc. 
Galicano  B.  Inguito  was  honorably  discharged 
from  the  Philippine  Army  with  full  recognition 
of  his  outstanding  performance  of  duty. 
Subsequently  he  served  for  nine  years  as  a 
medical  officer  for  the  U.S.  Army  as  a member 
and  commander  of  the  116th  Surgical  Hospital, 
Delaware  Army  National  Guard. 

Finally  it  must  be  pointed  out  that  the 
strong  threat  of  retribution  noted  above 
precluded  any  pictures  of  guerilla  activities 
prior  to  the  liberation  period  by  U.S.  Forces. 
The  same  was  also  true  of  those  Filipinos  who 
collaborated  with  the  Japanese.  The  only 
pictorial  record  of  most  guerilla  activity 
available  is  by  U.S.  Army  cameramen  after 
joining  forces  with  guerilla  units. 
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John  W.  Maroney  MD 


B-Glastonbury,  CT,  5-13-05.  BS,  Wesleyan  U, 
1926.  MD,  Yale.  U,  1930.  Int:  Yale  New  Haven 
Hosp,  30-31.  Res:  Pediatrics,  Mass  Gen,  31  -32; 
Henry  Ford  Hosp,  32-34  and  35-38;  NY  Hosp,  34- 
35.  EMS;  5-1-42.  Medical  Officer/Hosp  Com- 
mander. Med  Off,  Fort  Dix  Hospital,  NJ,  5-42  to  7- 
42;  Cmdr,  154  Station  Hosp,  7-42  to  12-43,  and 
Cmdr,  26  Field  Hosp,  1 2-43  to  9-44,  both  Persian 
Gulf  Cmd;  Chief  of  Med,  Fort  Niagara,  NY,  Hosp; 
Cmdr,  Pine  Camp,  NY,  Hosp;  and  Cmdr,  U.S. 
Army  Dispensary,  NY,  NY;  10-44  to  4-46. 
EAMCM,  ACM,  WWIIVM.  Lt  Col.  SMS:  4-28-46. 
General  Practice  of  Pediatrics,  Wilm,  DE,  1938  to 
1942,  1946  to  1982. 

Following  eight  years  of  residency  in  Pediatrics 
at  the  New  Haven  (Connecticut)  Hospital,  the 
Massachusetts  General  Hospital  and  the 
Henry  Ford  Hospital,  in  1938,  John  W. 
Maroney  MD  opened  a general  pediatric 
practice  at  501  Delaware  Avenue,  Wilmington. 
He  was  one  of  only  five  pediatricians  in 
Wilmington  at  that  time,  the  others  being 
Margaret  Handy,  Edward  O’Donnell,  Charles 
Wagner  and  R.O.Y.  Warren.  Subsequent  to  the 
United  States’  entry  into  World  War  II,  Dr. 
Maroney  volunteered  for  active  duty,  and  was 
called  in  May  1942.  His  initial  appointment 
was  as  a Captain,  U.S.  Army  Medical  Corps. 
His  first  assignment  was  to  the  hospital  at  Fort 
Dix,  New  Jersey.  He  did  not  attend  the  Army’s 
Medical  Field  Service  School,  but  went  directly 
to  patient  care  responsibilities.  He  was 
assigned  the  Officer’s  Ward  at  the  hospital.  He 
served  at  Fort  Dix  from  May  1942  to  July  1942. 

In  July  1942,  Captain  Maroney  was 
assigned  as  Chief  of  the  Medical  Service  of  the 
154th  Station  Hospital  that  was  being 
organized  at  Camp  Wheeler,  Georgia.  In 
August,  he  was  promoted  to  Major  and 
assigned  as  commander  of  the  154th.  On 
November  23,  1942,  the  154th  shipped  out  to  a 
destination  unknown  to  them  until  they 
entered  the  Persian  Gulf  and  landed  in  Persia. 
Because  of  the  threat  of  German  submarines, 
the  convoy  to  Persia  took  a circuitous  route 
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John  W.  Maroney,  Persia,  1943 


around  the  Cape  of  Good  Hope.  A stop-over 
allowed  the  troops  to  spend  one  day  ashore  at 
Cape  Town,  South  Africa.  They  passed  the 
Horn  of  Africa  arriving  at  the  Port  of 
Khorramshahr,  Persia,  in  December  1942.  The 
154th  Hospital  had  an  initial  strength  of  about 
200,  which  included  15  physicians,  15  nurses, 
one  administrative  officer  and  170  enlisted 
personnel  with  both  medical  and  support 
skills.  The  hospital  was  set  up  initially  in  tents 
in  Ahwaz. 

The  mission  of  the  Persian  Gulf  Command 
was  two-fold.  First,  to  provide  security  to  the 
area,  and  second,  to  develop  a logistical  base 
with  both  ground  and  air  supply  routes 
through  Persia  to  Russia.  The  Army  Weekly 
magazine  Yank,  in  its  January  26, 1945,  issue,1 
provided  a summary  of  the  activities  and 
accomplishments  of  the  Persian  Gulf  Com- 
mand. The  following  is  extracted  from  that 
article. 

The  primary  duties  and  skills  of  the  units 
and  soldiers  initially  assigned  to  the  Persian 
Gulf  Command  included,  medical  personnel, 
longshoremen,  railroaders,  truck  drivers, 
mechanics  and  engineers.  On  arrival  the 
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American  soldiers  found  that  the  capacity  of 
the  two  Persian  ports,  Khorramshahr  and 
Bandar  Shapur,  was  very  limited.  It  took  more 
than  50  days  to  deliver  the  cargo  of  one  Liberty 
ship,  much  of  that  time  being  consumed  in  the 
unloading  at  these  primitive  ports.  Army 
engineers  extended  the  existing  jetties, 
working  in  heat  that  hit  170  degrees  in  the 
summer  and  then  in  snow  and  freezing  rain  in 
winter.  All  the  while,  ships  kept  coming  and 
the  battalions  of  longshoremen  kept  the  Lend- 
Lease  material  for  the  Soviet  ally  moving. 

Simultaneously  with  the  port  construction, 
engineers  were  upgrading  the  highway  (a 
mostly  ill-defined  camel  trail  through  the 
desert  and  unsurfaced  and  unfinished  roads 
through  the  mountains)  from  Khorramshar  to 
Kasvin  where  the  supplies  were  turned  over  to 
Red  Army  drivers  for  the  final  miles  to  Russia. 
“G.I.  truck  drivers  choked  on  fog-  thick  dust.  In 
the  mountains  they  wound  around  hairpin 
turns  that  dropped  off  into  sheer  cliffsides. 
There  were  traffic  hazards  all  the  way, 
including  nomad  caravans  complete  with 
donkeys,  goats,  sheep  and  horses  along  the 
route,  and  occasional  native  drivers  heavy  on 
the  accelerator/'  The  environment  for  both  the 
construction  crews  and  the  drivers  was  as 
hostile  as  previously  noted  with  efforts  of 
several  painful  weeks  of  road  construction 
washed  away  by  spring  rains,  frequently 
overnight. 

A very  large  contingent  of  soldiers  in  the 
theater  were  railway  troops.  These  were 
experienced  railway  men  from  U.S.  railroads 
such  as  the  Pennsylvania,  the  B & 0,  Union 
Pacific  and  Santa  Fe.  This  operation  started  on 
a single  track  line  that  ran  through  desert  and 
mountains.  In  163  miles  of  the  line  there  were 
133  tunnels.  The  heat  in  the  tunnels  in  the 
summer  with  the  coal-burning  locomotives  was 
suffocating.  In  addition  to  the  usual  duties  of 
running  a railroad,  the  Army  built  extensive 
railway  shops  and  assembled  new  diesel 
engines  that  were  shipped  in  parts  to  Persia. 

Little  known  about  this  theater  of 
operations  was  the  fact  that  the  Douglas 
Aircraft  Company  and  the  General  Motors 
Overseas  Corporation,  along  with  the  U.S. 
Army,  developed  aircraft  and  truck  assembly 
plants.  At  these  plants,  3,087  airplanes  were 


The  road  to  Russia  through  Persia 


On  the  road 
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A diversity  from  usual  military  duties.  John  W.  Maroney, 
Persia,  1943 
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assembled  or  checked  and  143,000  vehicles, 
from  jeeps  to  fire  engines,  were  assembled  or 
checked.  Some  of  the  aircraft  went  into  combat 
over  Stalingrad  less  than  24  hours  after 
leaving  the  assembly  plant. 

This  was  the  environment  that  Major 
Maroney  and  the  154th  Station  Hospital  was 
supporting.  To  them  it  hardly  seemed  like  a 
war.  The  injuries  they  encountered  were  those 
to  be  encountered  in  any  large  metropolitan 
area  of  the  United  States  today,  trauma  due  to 
motor  vehicle  accidents,  heavy  construction 
and  industrial  work.  As  additional  staff  arrived 
in  the  Command,  Dr.  Maroney  directed  two 
additional  hospitals  along  the  road  to  Russia. 
The  hospitals  were  located  at  Kurramabad, 
Hamadan  and  Kazvin,  Hamadan  being  the 
headquarters  of  the  154th.  These  hospitals 
w'ere  from  150  to  200  miles  apart.  Each  hospital 
consisted  of  an  administrative  staff,  six  to  eight 
physicians,  four  to  six  nurses  and  supporting 
aidmen  and  technicians.  Each  hospital  site  also 
established  an  outpatient  dispensary  where 
the  primary  diseases  treated  were  venereal 
diseases  and  gastrointestinal  illnesses,  prima- 
rily dysentery.  Dr.  Maroney  himself  lost  some 
25  pounds  due  to  severe  amoebic  dysentery. 

On  any  given  day  there  would  be  20  to  100 
hospitalized  patients  among  all  the  hospitals. 
The  daily  admission  rate  was  quite  variable, 
with  the  primary  diagnosis  for  those  admitted 
being  trauma,  venereal  disease  and  life- 
threatening  dysentery.  The  headquarters 
hospital  at  Hamadan  was  the  best  equipped 
and  patients  from  the  other  two  would  be 
evacuated  there. 

As  hospital  commander,  Major  Maroney 
faced  difficult  logistical  problems,  not  the  least 
of  which  was  the  great  distances  between  the 
hospitals.  Not  only  was  it  difficult  to  obtain 
adequate  medical  supplies  at  the  end  of  the 
European  Theater’s  line  of  supply,  but  once 
obtai  ned,  to  fairly  distribute  them  further  to  all 
the  hospitals.  Logistical  problems  were  also 
influenced  by  problems  of  hygiene  and 
sanitation  and  particularly  by  the  morale  of 
hospital  personnel,  particularly  the  profes- 
sional staffs.  His  supervision  as  commander 
across  such  terrain  and  distances  kept  him 
constantly  on  the  road.  In  a letter  to  friends  in 
Wilmington,  Dr.  Maroney  said,  “Nothing  is 
nicer  over  here  than  getting  a letter,  especially 
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one  that  is  a surprise.  Mail  is  the  one  single 
break  in  the  monotony  that  is  always  exciting. 
We  never  cease  to  look  for  it  no  matter  how 
many  times  the  bag  is  empty.  The  mail  boy 
always  gets  a big  reception. 

"...  I expect  you  know  that  my  work  here 
covers  a good  deal  of  territory  and  I pound  up 
and  down  the  road  a great  deal.  The  road  winds 
thru  beautiful  though  barren  mountain 
country.  We  have  been  here  over  a year  and  I 
was  shocked  to  discover  coming  back  from  a 
trip  the  other  day  that  when  I came  around  the 
last  curve  I felt  I was  getting  home.  When  one 
feels  that  way  about  Persia,  it  is  time  he  left! 
This  particular  spot  is  very  beautiful  however, 
on  a high  plateau  surrounded  by  a rim  of  snow- 
capped mountains.  The  snow  on  the  peaks  lasts 
till  about  August  but  the  valley  is  warm 
already  [April  1944J  and  there  are  fruit  trees 
blooming  everywhere.  Except  where  it  is 
irrigated,  the  land  is  very  barren.  There  is  just 
enough  scrub  grass  to  keep  the  sheep  and  goats 
alive.  I am  just  beginning  to  understand  a little 
about  the  bible  [from  this  environment]  .... 
There  is  lots  of  biblical  interest  around  here. 
The  Persian  cities  are  among  the  oldest  in  the 
world  as  you  know,  but  unfortunately  I can’t 
say  too  much  about  that  without  locating  this 
particular  city  too  exactly  for  the  censor.” 

Two  practical  problems  faced  by  Major 
Maroney  were  that  the  hospital  had  much 
equipment  that  could  well  be  used  in  living 
quarters  other  than  the  hospital,  and  that  he 
was  only  a major.  A colonel,  superior  to  Dr. 
Maroney  in  the  Command,  commandeered  one 
of  the  hospital’s  three  toilets  for  his  “villa”  that 
was  under  construction.  The  average  home  in 
Persia  at  that  time  provided  for  the  disposal  of 
toilet  wastes  through  a hole  in  the  floor.  To 
assist  in  the  proper  positioning  for  the  disposal 
of  such  human  waste,  foot  prints  were  usually 
painted  on  the  floor  adjacent  to  the  hole.  When 
the  colonel  provided  this  toilet  to  his  Persian 
workers  to  install,  he  was  shocked  to  discover 
that  it  had  been  installed  with  the  seat  flush 
with  the  level  of  the  floor. 

Dr.  Maroney  also  noted  that  Persia  was  a 
country  of  extremes.  In  1942  it  was  a British 
Protectorate.  There  was  an  extremely  rigid 
caste  system.  There  were  only  two  social 
groups,  the  poor  and  the  well  off.  There  was  no 
middle  class  in  his  area.  Major  Maroney  had 
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only  four  civilian  groups  in  his  area  with  whom 
it  was  appropriate  to  socialize.  These  groups 
were  represented  by  the  provisional  governor, 
the  local  physician,  the  director  of  the  water 
works  and  those  at  the  Presbyterian  mission. 

The  most  frequent  social  activity  was  to  be 
invited  and  to  have  dinner  with  the  British- 
appointed  provisional  governor  at  his  mansion. 
The  food  served  was  described  as  “different,” 
but  excellent.  One  evening  Major  Maroney 
complimented  his  host  on  the  magnificent 
coffee  that  was  served.  The  governor  replied 
with  the  utmost  grace  his  thanks  and  noted 
that  one  of  Major  Maroney’s  sergeants  had 
given  it  to  him. 

The  fondest  memory  of  this  service  in 
Persia  was  the  use  of  the  excellent  riding 
horses  maintained  by  the  governor.  This 
activity  was  for  Dr.  Maroney  the  one  thing  that 
broke  up  the  monotony  of  this  overseas 
theater.  Dr.  Maroney  had  grown  up  with  and 
trained  horses  and  suggests  he  was  riding 
horses  when  other  children  were  riding 
rocking  horses. 

In  December  1943,  the  154th  was 
scheduled  to  be  relieved  from  duty  in  Persia 
and  replaced  by  the  26th  Field  Hospital.  The 
154th  was  to  rotate  to  Palermo,  Italy,  to 
support  the  combat  soldiers  in  that  Theater. 
The  unit  looked  forward  to  this  rotation  as 
bringing  them  back  to  some  civilization.  The 
night  before  the  154th  was  to  board  the  ship  for 
Italy,  Major  Maroney  was  visited  by  his 
commanding  officer  in  the  Command  who  told 
him  he  was  essential  to  the  Persian  Gulf 
Command  and  effective  immediately  he  was 
appointed  commander  of  the  26th  Field 
Hospital. 

Finally,  after  22  months  as  a hospital 
commander,  Dr.  Maroney  rotated  back  to  the 
United  States  in  September  1944.  For  this 
journey  “home,”  Dr.  Maroney  was  the  senior 
medical  officer  on  the  troopship.  While 
crossing  the  Mediterranean,  one  of  the  crew 
members  on  board  was  diagnosed  with  acute 
appendicitis.  Major  Maroney  had  noted  that  in 
recent  months  the  military  press,  the  lay  press 
and  other  communications  media  were  touting 
the  fact  that  in  several  instances  in 
submarines,  ships  and  other  out-of-the-way 
places,  aidmen  had  removed  inflamed  appendi- 
ces. However  as  a medically  trained  pediatri- 
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cian  with  almost  no  surgical  experience,  Dr. 
Maroney  did  not  feel  qualified  to  operate,  nor 
did  he  have  the  proper  equipment  on 
shipboard. 

Since  the  ship  was  close  to  allied  bases  in 
Egypt  a radio  request  was  sent  to  the  medical 
facilities  there  to  provide  a surgeon.  The 
response  was  to  send  a launch  with  doctors  and 
other  support  personnel  and  equipment  from 
the  shore  to  the  ship.  All  the  personnel  who 
arrived  in  the  launch  were  British.  They  were 
dressed  in  their  desert  pith  helmets,  open-neck 
shirts,  and  Bermuda  shorts  with  knee-high 
stockings.  Dr.  Maroney  noted  that  upon 
boarding  the  ship  these  Englishmen  were 
formal  in  all  their  actions. 

After  completing  his  examination,  the 
senior  British  medical  officer  present  asked  to 
speak  to  Major  Maroney  privately.  The 
conversation,  with  a pure  British  accent,  went 
something  like  this,  “Your  diagnosis  of  acute 
appendicitis  is  undoubtedly  correct;  however, 
you  must  understand  that  this  surgical 
business  is  quite  new  to  me.  You  see,  I am  a 
pediatrician!”  It  is  suggested  that  Dr. 
Maroney’s  laughter  could  be  heard  at  some 
distance  from  the  conversation.  In  further 
consultation,  it  was  determined  that  the  most 
appropriate  course  of  action,  and  the  most 
prudent,  was  to  transport  the  sailor  to  the 
British  general  hospital  in  Alexandria  for  his 
surgery. 

The  remainder  of  the  trip  was  uneventful. 

Three  additional  assignments,  all  in  the 
United  States,  closed  out  Major  Maroney’s 
military  service.  The  first  of  these  was  as  chief 
of  medicine  at  the  hospital  at  Fort  Niagara, 
New  York.  The  next  was  as  the  commander  of 
the  hospital  at  Pine  Camp,  New  York,  training 
center.  His  last  assignment  was  as  commander 
of  the  U.S.  Army  dispensary  in  New  York  City. 
At  the  conclusion  of  this  tour  of  duty  in  New 
York  City,  he  was  promoted  to  lieutenant 
colonel.  He  was  separated  from  the  service  in 
April  1946. 

Reflecting  on  his  military  service,  Dr. 
Maroney  has  only  the  highest  praise,  not  only 
for  the  soldiers  with  whom  he  served  in  his 
overseas  units,  butYor  soldiers  throughout  the 
Army;  as  they,  by  their  selfless  dedication  to 
duty,  regardless  of  /their  assignment,  were 
what  won  the  war. 
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William  Garrett  Hume  II,  MD 


B-Wilmington,  DE,  12-3-13.  BS,  U Del,  1936.  MD, 
Temple,  1941..  Int:  Del  Hosp  41-42.  Res: 
Numerous  post-graduate  “short  courses.”  EMS: 
8-14-42.  General  Medical  Officer;  Med  Off  Field 
Training  Sch,  Carlisle,  PA;  Brookley  Field  Station 
Hosp,  Mobile,  AL;  85  Depot  Repair  Squadron,  1 5 
Army  Air  Force,  Bari,  Italy,  8-43  to  9-45  and 
Landsberg,  Germany,  9-45  to  12-45.  SM, 
EAMCM  w/2  stars,  ACM,  WWIIVM.  Major.  SMS: 
4-1 8-46.  Fam  Pract,  7-42  to  8-42,  Wilm,  DE;  3-46 
to  2-50,  Selbyville,  DE.  Staff  physician,  asst 
medical  dir,  medical  director  duPont  Chambers 
Works,  NJ,  5-50  to  11-66.  D-Exmore,  VA,  7-15- 
94. 

When  “Tubby”  Hume  was  appointed  an  intern 
at  the  Delaware  Hospital,  he  was  coming 
home.  Dr.  Hume  was  born  in  the  Delaware 
Hospital  and  educated  in  the  Wilmington 
public  schools  and  the  University  of  Delaware. 
He  lived  on  West  23rd  Street,  was  a caddy  at 
the  Rock  Manor  Golf  Course  and  played  a lot  of 
tennis  on  the  courts  opposite  the  McCabe 
Church  on  Monroe  Street.  His  father,  C.  A. 
Hume,  was  the  administrator  of  the  Delaware 
Hospital.  Mr.  Hume  was  an  avid  hunter  and 
fisherman,  so  by  the  time  Dr.  Hume  was  10 
years  old  he  was  proficient  in  the  use  of  pistols, 
rifles  and  shotguns,  and,  like  his  dad,  an  avid 
fisherman. 

In  discussing  his  youth,  Dr.  Hume  recalls 
coming  in  second  to  the  legendary  Porky  Oliver 
in  the  1929  Caddy  Championships  at  the 
duPont  Country  Club.  This  was  Porky  Olivers 
first  tournament  win.  The  nickname  for  Porky 
Oliver  locally  at  that  time  was  “Snowball.”  At 
the  University  of  Delaware  “Tubby”  earned  his 
freshman  numerals  in  football,  but  subse- 
quently realized  that  he  could  not  maintain  the 
grade  point  average  to  be  competitive  for 
medical  school  scholarships  and  play  football. 
However,  he  was  active  in  other  inter- 
collegiate sports,  winning  three  letters  in 
varsity  soccer  and  being  elected  captain  of  the 
soccer  team  his  senior  year.  He  noted  that 
many  lower  Delaware  schools  had  soccer  as 
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their  primary  fall  sport,  which  always  made 
the  University  very  competitive  in  soccer.  He 
also  was  on  the  varsity  teams  for  tennis, 
baseball  and  swimming.  He  was  elected 
president  of  his  junior  and  senior  class  and  did 
enter  medical  school  on  a scholarship. 

After  completing  his  internship  at  the 
Delaware  Hospital,  Dr.  Hume  had  two  months 
of  general  practice  awaiting  his  call  to  active 
duty  in  August  1942  as  a first  lieutenant.  He 
did  not  pass  his  first  military  medical  at  Fort 
DuPont  because  of  a labile  diastolic  blood 
pressure.  At  that  time  he  was  asked  by  Dr. 
William  Speer  to  join  him  in  his  practice  in 
Wilmington.  Dr.  Speer  was  then  also  the 
mayor  of  Wilmington.  However,  by  his 
persistence  and  belief  that  he  could  best  serve 
his  country  in  uniform,  Dr.  Hume  went  on 
active  duty.  Following  the  Basic  Medical 
Officer’s  Orientation  Course  at  Carlisle 
Barracks,  Pennsylvania,  he  was  sent  as  a 
general  medical  officer  to  the  Brookley  Station 
Hospital  in  Mobile,  Alabama. 

Captain  Hume  found  the  duty  at  Brookley 
dull  and  uninspiring.  He  detested  the  summer 
weather  in  Mobile  because  of  its  oppressive 
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heat  and  humidity.  He  notes  that  his  “big 
break”  came  during  a train  ride  in  March  1943, 
from  Mobile  to  the  University  of  Pennsylvania 
to  take  a surgical  course.  A World  War  I 
aviator,  General  Lackland,  a high-ranking 
officer  of  the  U.S.  Army  Air  Force,  developed 
severe  congestive  heart  failure  on  the  train. 
When  the  train  stopped  at  Fort  Benning, 
Georgia,  Captain  Hume  was  able  to  obtain 
everything  he  needed  to  treat  the  general 
during  the  two-day  trip  to  Washington,  D.C. 
Though  not  on  Dr.  Hume’s  schedule,  he 
accompanied  the  general  to  Walter  Reed 
Hospital  and  assisted  in  his  early  treatment. 
During  their  time  together,  Dr.  Hume 
discussed  his  dissatisfaction  with  his  assign- 
ment at  Brookley  and  it  was  not  long  after  he 
returned  to  Brookley  in  August  1943  that  he 
received  a transfer  to  the  Army  Air  Force  and 
the  85th  Depot  Repair  Squadron  of  the  34th  Air 
Depot  Group.  That  same  month  the  85th  sailed 
for  Bizerte,  North  Africa. 

The  85th  was  a unique  unit.  The  pilots  and 
the  mechanics  were  checked  out  in  the  flying 
and  repair  of  all  U.S.  and  many  foreign 
aircraft.  After  the  invasion  of  Italy  they 
eventually  were  stationed  at  Bari,  Italy,  which 
was  the  closest  air  field  for  airplanes  returning 
over  the  Adriatic  Sea  from  raids  on  the 
Romanian  oil  fields  and  targets  in  Yugoslavia. 
The  Bari  airport  was  quite  large  thanks  to 
Mussolini’s  plans  for  the  Italian  military.  At 
the  airport  there  were  two  other  units  identical 
to  Captain  Hume’s.  There  were  many  other 
smaller  allied  units  not  only  from  the  United 
States,  but  from  England,  Australia,  and  India. 
There  was  also  an  Italian  Prisoner  of  War 
Camp  on  the  base.  Many  of  these  Italian 
prisoners  were  used  for  security  of  the  base  and 
the  many  bomber  and  fighter  bases  that 
surrounded  the  Bari  airport  in  semi-circular 
fashion.  The  medical  facilities  of  this  area  were 
supported  by  an  Army  General  Hospital  known 
as  the  University  of  Minnesota  Medical  School 
Hospital  I what  numbered  hospital  this  was  is 
unknown  to  the  author  at  the  time  of 
publication]. 

The  headquarters  at  Bari  developed 
elaborate  plans  for  rescuing  air  crews  that 
went  down  in  the  Adriatic  or  crash  landed  in 
Italy  or  had  to  land  prematurely  and  seek 
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Exploded  ship,  Bari  Harbor,  Italy,  April  5,  1945 


Destroyed  warehouse,  Bari  Harbor,  Italy,  April  5,  1945 


Captain  W.  Garrett  Hume  II  assisting  the  injured  following 
the  explosion  in  Bari  Harbor,  April  5,  1945. 
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Presentation  of  the  Soldier’s  Medal  to  Captain  W.  Garrett 
Hume,  II,  Bari,  Italy,  April  1945. 


assistance  from  Marshal  Tito’s  Yugoslavian 
partisans.  All  the  medical  facilities  were 
integral  to  the  success  of  these  plans. 

As  almost  any  soldier  or  sailor  will  tell  you 
(from  time  immemorial),  military  physicians 
and  clergy  seem  to  have  the  innate  ability  to 
have  the  right  things  happen  to  them.  They 
always  seem  to  have  the  best  food.  They  always 
have  transportation.  They  get  the  first  passes 
to  Rome  (or  Paris).  They  seem  to  go 
unchallenged  anywhere  they  wish,  etc. 
Because  Dr.  Hume  fit  this  description  so  well, 
he  was  sent  down  to  the  port  in  Bari  to  do  some 
“snooping  around”  as  there  were  always 
rumors  about  sabotage,  thievery,  black  market 
activities  and  the  like  that  were  of  significant 
interest  to  the  military.  On  April  5,  1945, 
Captain  Hume  was  returning  from  such  a 
surveillance  mission.  He  was  in  a jeep  and  was 
accompanied  by  his  “box”  ambulance  and 
aidmen  from  his  dispensary. 

He  had  just  left  the  docks  and  traveled  not 
more  than  a few  hundred  yards  when  a terrific 
explosion  occurred  that  turned  his  jeep  on  its 
side.  No  one  in  his  party  was  hurt,  so  they 
returned  immediately  to  the  port  in  the 
ambulance.  They  returned  to  total  chaos.  An 
unidentified  Wilmington  paper  reported  the 
incident  as  follows: 

“ROME,  April  12  (AP) — An  American 
Liberty  ship  loaded  with  aerial  bombs  blew  up 
in  Bari  Harbor  at  noon  Monday,  killing  360  and 
injuring  1,730  Italian  civilians,  American  and 
British  service  men,  an  Italian  government 
spokesman  announced  today. 


“Only  two  persons  who  were  aboard  the 
ship  at  the  time  were  reported  to  have 
survived.  They  were  Italian  civilians  who  were 
blown  clear.  The  identity  of  the  ship  was  not 
disclosed  pending  an  investigation  by  a 
military  board  of  inquiry. 

“The  next  of  kin  of  all  American  service  and 
merchant  service  casualties  have  been  noti- 
fied. 

“Three  other  merchant  ships  caught  fire 
from  the  explosion,  but  the  flames  were 
brought  under  control.  The  harbor,  though 
damaged,  continued  to  work  at  full  capacity.  A 
warehouse  collapsed. 

“Investigation  so  far  had  brought  no 
indication  of  the  cause  of  the  disaster,  the 
second  in  Bari  Harbor  in  less  than  two  years. 
More  than  1,000  persons,  mostly  American  and 
British  merchant  seamen,  were  killed  Dec.  2, 
1943,  when  German  bombers  sank  17  ships  in 
the  harbor. 

“...  The  explosion  was  accompanied  by  a 
tidal  wave  which  swept  some  dock  workers  into 
the  water.  The  roof  of  Bari’s  1,000  year  old 
cathedral  collapsed.” 

Out  of  this  horrible  scene  and  chaos, 
Captain  Hume,  for  heroic  action  in  which  he 
voluntarily  endangered  his  own  life  to  save 
those  of  others,  earned  the  Soldier’s  Medal. 
The  formal  citation  speaks  to  this  act:  “For 
heroism.  On  5 April  1945,  when  an 
ammunition  ship  exploded  in  the  port  of  Bari, 
Italy,  he  immediately  went  to  the  scene  of  the 
tremendous  blast  and  began  removing  the 
injured  and  administering  first  aid.  With  full 
knowledge  of  the  possibility  that  another 
explosion  equally  as  destructive  might  occur  at 
any  time,  he  courageously  entered  the  most 
dangerous  area  and  carried  injured  military 
and  civilian  personnel  from  wrecked  buildings, 
in  one  instance  entering  a burning  ship  to 
effect  the  rescue  of  several  persons.  This  heroic 
action  in  the  face  of  great  danger  reflects  great 
credit  upon  him  and  the  Armed  Forces  of  the 
United  States.” 

The  Soldier’s  Medal,  instituted  in  1926,  is 
awarded  to  any  person  of  the  Armed  Forces  of 
the  United  States  who,  while  serving  in  any 
capacity  with  the  Army  of  the  United  States, 
distinguished  himself  or  herself  by  heroism  not 
involving  actual  conflict  with  an  enemy.  The 
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performance  must  have  involved  personal 
hazard  or  danger  and  the  voluntary  risk  of  life 
under  conditions  not  involving  conflict  with  an 
armed  enemy. 

A month  later  the  war  in  Europe  was  over. 
Demobilization  and  rotation  back  to  the  United 
States  became  almost  everyone’s  priority. 
Decisions  as  to  individual  rotation  depended 
upon  a point  system.  Captain  Hume  did  not 
have  enough  points  for  an  early  rotation  home. 
His  unit,  among  hundreds  of  others,  was  being 
considered  for  deployment  to  the  Pacific.  While 
all  this  was  going  on,  everyday  routines, 
primarily  of  daily  sick  call,  continued,  but  the 
urgency  of  the  war  had  subsided.  In  September 
the  unit  was  transferred  to  9th  Air  Force  in 
Germany  at  a former  Luftwaffe  air  base  at 
Landsberg. 

As  in  Italy,  each  day  became  like  the  one 
before  it.  There  were  6,000  men  at  the  air  base 
with  nothing  much  to  do,  and  for  the  medics, 


that  meant  only  the  daily  routine  of  sick  call. 
One  of  the  major  activities  that  was  initiated 
was  football.  Dr.  Hume  became  the  team 
physician  for  one  of  the  Army  Air  Force  teams. 
In  a moment  of  impetuousness,  Captain  Hume 
told  the  team  coach,  “That  big  end  from  that 
Big  Ten  school  is  too  slow  and  has  stone  hands.” 
The  coach  challenged  Dr.  Hume  to  “suit  up” 
and  do  better.  Not  one  to  walk  away  from  such 
provocation,  he  did  so  and  won  the  end 
position.  He  was  probably  the  only  player/team 
doctor  in  the  European  theater.  He  also  had 
many  stories  to  tell  of  this  football  career. 

In  December  1945,  Captain  Hume  re- 
turned to  the  United  States,  was  promoted  to 
major  and  placed  on  terminal  leave  with  orders 
for  his  separation  from  the  service  effective 
April  18,  1946.  During  this  leave  period  he 
organized  the  opening  of  his  family  practice  in 
Selbyville,  Delaware. 


Henry  J.  Gloetzner  MD 


B-Berlin,  Ger  (Amer  Parents),  1 0-28-1 4.  BA,  Univ 
of  Del,  1937.  MD,  Temple,  1941.  Int:  Del  Hosp, 
Wilm,  DE,  41-42.  Res:  Del  Hosp,  Int  Med,  45-48. 
NYU-  Bellevue,  48-49.  Commissioned  2nd  Lt, 
CA,  ROTC,  USAR,  37.  EMS:  1 1-17-42.  Gen  Med 
Off.  X-ray  Sch,  Memphis,  TN,  1-43  to  2-43; 
English  Gen  Hosp,  Atlantic  City,  NJ,  2-43  to  3-43. 
Anderson  Field,  Greenville,  SC,  3-43  to  5-43.  7th 
Photo  Gp,  381  Svc  Squadron,  3-43  to  9-45.  Gen 
Surg  and  Ward  Off,  91  Gen  Hosp,  Oxford,  Eng,  6- 
44 to  9-44.  27th  Photo  Ren  Sq,  12-44 to  1-45.  Fort 
Dix,  NJ,  9-45  to  12-45.  ACM,  EAMCM  w/2  stars, 
WWIIVM.  Captain.  SMS:  12-25-45.  Practice  of 
Internal  Med,  Nonwalk,  CT,  1949-1984. 

As  physicians  were  called  to  active  duty  for 
service  in  World  War  II,  they  generally  had  no 
choice  as  to  their  assignments.  The  closest  they 
usually  came  to  a choice  was  to  be  able  to  some 
degree  to  select  their  service:  Army,  Army  Air 
Forces  or  Navy.  When  Dr.  Henry  Gloetzner 


Captain  Henry  J.  Gloetzner  on  a visit  to  British  Glider 
Troops  at  an  airbase  near  Oxford,  England,  May  1944. 


was  called  to  active  duty  in  November  of  1942 
from  his  internship  at  the  Delaware  Hospital  (a 
fellow  intern  was  Garrett  Hume),  he  was  no 
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P38  Lightning  and  Spitfire  of  the  7th  Photo  Reconnais- 
sance Squadron,  1944 


stranger  to  the  military.  He  already  held  a 
reserve  commission  as  a First  Lieutenant  in 
the  Coast  Artillery  Corps  as  a result  of  his 
participation  in  the  R.O.T.C.  at  the  University 
of  Delaware.  His  call  to  active  duty  sent  him 
initially  to  a “Medical  Officer  Personnel  Pool” 
at  Warner-Robbins  Air  Base  in  Georgia. 
During  this  period  he  also  attended  a school  of 
radiology  in  Memphis,  Tennessee.  While 
awaiting  a permanent  assignment  he  was  sent 
on  temporary  duty  to  English  General  Hospital 
(in  actuality  the  Hadden  Hall  Hotel),  Atlantic 
City,  New  Jersey,  to  assist  in  the  treating  and 
prevention  of  three  simultaneous  epidemics  of 
measles,  viral  pneumonia  and  meningitis 
prevalent  among  the  military  in  the  New  York, 
New  Jersey  and  Pennsylvania  areas. 

While  in  Atlantic  City,  he  received  his 
permanent  duty  orders  and  was  sent  as  a 
general  duty  medical  officer  to  Anderson  Field, 
Greenville,  South  Carolina,  and  from  there 
overseas  to  Scotland  in  May  1943.  He  was 
assigned  to  the  7th  Photographic  Reconnais- 
sance Group,  the  381st  Service  Squadron. 
Though  not  a school-certified  flight  surgeon, 
Captain  Gloetzner  was  responsible  for  the  care 
of  several  hundred  Army  Air  Force  support 
personnel,  and  provided  periodic  medical 
support  for  the  air  crews  at  Mount  Farm  Air 
Base  near  Oxford,  England.  Initially,  there 
were  glider  units  preparing  for  the  Normandy 
invasion  assigned  to  this  airbase,  and  he  was 
also  responsible  for  their  medical  care,  but  they 
soon  departed  for  other  airfields  in  England. 
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Unidentified  landing  beach  late  on  D-Day,  June  6,  1944. 
Note  LCVP  (landing  craft  vehicle  and  personnel)  with  full 
load  of  troops  on  left.  LCVP  second  from  left  is 
disembarking  its  troops  and  the  next  two  are  empty.  On  the 
right  is  an  LCT  disembarking  vehicles  with  two  protective 
barrage  balloons  overhead. 


Glider  landing  area.  Normandy,  June  6,  1944.  Note  the 
abandoned  parachutes  in  the  upper  left  corner  and  one  in 
the  orchard. 

This  Reconnaissance  Group  was  a unique 
military  organization.  They  flew  P-38  Light- 
nings, (the  fastest  American  fighter  at  the 
time),  and  British  Spitfires  (probably  the  most 
maneuverable  airplane  at  the  time,  made 
famous  by  the  “Battle  of  Britain”).  They  flew  at 
very  high  altitudes  of  25,000  feet  or  higher  to 
40,000  feet,  with,  from  time  to  time,  the  need  to 
fly  at  altitudes  of  only  100  feet.  Their  purpose 
was  to  provide  the  “eyes”  for  the  Army  and  the 
Army  Air  Force,  photographing  enemy 
positions,  troop  deployments,  industrial  tar- 
gets, and  to  gather  intelligence  for  selecting 
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Now  that  your  senior  partner  has 
retired  and  the  new  internist  has  bought  into  the  practice, 
your  own  retirement  plans  have  gotten  a little  firmer. 


You  finally  sold  the  rental  property  you’ve  owned  for  years. 
What  to  do  with  the  proceeds  is  another  question. 


You  have  one  partner,  two  nurses  and  one  receptionist. 
And  two  brokers  who  both  phoned  with  a unique  investment. 


And  your  office  manager  just  reminded  you 
the  premium  for  your  malpractice  insurance  is  due  next  month. 


Its  time  you  talked  with  a private  banker 
from  Wilmington  Trust. 


We  understand  the  special  financial  requirements  of  physicians  who  want  to  make  the 
most  of  their  practices  for  themselves  and  their  families. 

The  private  bankers  at  Wilmington  Trust  are  talented  professionals  who  can  coordinate 
customized  credit  and  insurance  arrangements,  provide  estate  planning,  manage  investments 
and  develop  tax-advantaged  retirement  benefit  plans. 

If  you  are  among  those  actively  building  substantial  assets,  call  David  Ernst  in  Private 
Banking  at  (302)  651-8855. 

WILMINGTON  TRUST 


MEMBER  FDIC 


Interactions 

Medical  Staff  Leadership  Conference  — January  13-15,  San  Antonio,  Texas 


Health  system  reform  might  seem  like  a never-ending  battle, 
but  with  leadership,  vision,  and  perseverance,  you  and  your 
medical  staff  can  overcome  any  obstacle.  Learn  what  it  takes 
to  succeed  in  today’s  rapidly  changing  environment.  Come  to 
Interactions  in  beautiful  San  Antonio,  Texas,  January  13-15. 

Experience  a new  way  of  thinking 
about  the  future. 

This  year’s  conference,  “Physician  Empowerment  and 
Teamwork  in  a Changing  Environment,”  will  help  you 
experience  a change  of  perspective  on  the  21st  Century. 

Learn  how  to  manage  change. 

During  Interactions,  we  will  address  emerging  trends  in 
health  care  delivery  and  how  best  to  manage  them.  Among 
the  trends  we  will  discuss  are: 

• Physician/hospital  • Physician  autonomy 

relationships  • Resource  allocation 

• Economic  competition  • Regulatory  constraints 

Gain  new  leadership  skills. 

Special  emphasis  will  also  be  placed  on  developing  and 
refining  your  strategic  planning,  team  building,  and  com- 


munication skills.  Each  participant  will  learn  how  to  be  a 
more  effective  arbitrator,  facilitator,  manager,  negotiator, 
problem  solver,  and  peacemaker. 

Your  team  leaders. 

Sponsored  by  the  American  Medical  Association,  in  cooper- 
ation with  the  National  Association  Medical  Staff  Services 
and  the  Texas  Medical  Association,  this  conference  features 
well  known  experts  from  the  health  care  field. 

Who  should  attend. 

The  curriculum  is  designed  to  benefit  experienced  and  newly 
elected  or  appointed  medical  staff  leaders,  including:  chiefs 
of  staff,  department  chairs,  vice  presidents  of  medical  affairs, 
medical  staff  committee  chairs,  and  medical  staff  services 
professionals*  Bring  a team  from  your  hospital! 

For  more  information  or  to  register,  call  800  621-8335. 

The  AMA  designates  the  Interactions  conference  for  18 
credit  hours  of  Category  1 of  the  Physician’s  Recognition 
Award  of  the  AMA. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Special  Article 


Bombed  V-2  rocket  site,  July  7,  1944 


appropriate  targets  for  the  ground  forces  and 
air  forces.  They  also  performed  missions  of 
damage  assessment  after  efforts  had  been 
made  to  destroy  or  neutralize  an  enemy  target. 
In  addition,  they  were  called  upon  from  time  to 
time  to  drop  “chaff’  (3"  by  1 /2"  strips  of  “tin 
foil”)  to  confuse  or  jam  the  German  radar. 
Toward  the  end  of  the  war  they  dropped 
leaflets  of  instructions  to  the  German  military 
and  civilian  population. 

An  article  in  the  London  Timex  of  June  30, 
1944, 23  three  weeks  following  D-Day,  described 
their  activities,  “...  these  lonely  men  of  the 
Allied  Air  Forces  who  fly  deep  into  the  heart  of 
enemy  territory  to  take  hundreds  of  photo- 
graphs, with  no  other  protection  than  the 
speed  of  their  aircraft,  their  own  alertness  and 
their  skill  in  taking  evasive  action  [and  the 
altitudes  at  which  they  flew]. 

“Reconnaissance  photographs  are  essen- 
tial in  modern  warfare. 

“Before  D-Day,  thousands  of  pictures  were 
taken  of  the  whole  area  to  be  invaded.  A 
complete  mosaic,  one  of  the  finest  pieces  of 
aerial  photography  ever  seen,  was  accom- 
plished. The  ground  forces,  the  airmen  and  the 
Navy  were  able  to  study  and  learn  every  inch  of 
the  territory.  This  was  a normal  routine  job  ... 
It  was  only  a small  part  of  their  work. 

“For  over  a year  they  have  been  ferreting 
out  the  German  flying  bomb  emplacements.  It 
was  their  work  that  made  it  possible  for  the 
bombers  to  knock  out  so  many  of  these 
installations. 
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Results  of  saturation  bombing,  July  7,  1944 


“Any  target  to  be  bombed  is  photographed 
beforehand.  It  is  also  photographed  after- 
wards, so  that  accurate  assessment  of  the 
damage  may  be  obtained.  And  periodically  new 
photos  must  be  taken  to  discover  whether  the 
enemy  is  repairing  or  rebuilding,  to  see  if  it  is 
ripe  for  another  attack. 

“They  get  little  of  the  limelight,  these  pilots 
who  are  !three-in-one’  men;  skilled  pilot,  expert 
navigator  and  photographer.  They  are  selected 
from  the  cream  of  the  American  and  British 
fighter  pilots.  From  the  time  their  planes  leave 
the  ground  they  are  alone,  one  man  in  a plane 
with  no  armament  for  protection  and  no 
companionship.  Wherever  the  bombers  go  they 
must  go  too.  Often  they  follow  so  closely  behind 
the  bombers  that  their  pictures  catch  the  big 
bombers  leaving  the  target.... 

“...  They  fly  Lightnings,  which,  without 
any  guns,  can  do  well  over  400  miles  an  hour. 
One  of  the  squadrons  of  this  group  fly  Spitfires. 
Those  flying  “Spits”  think  they  are  the  finest 
aircraft  for  the  job,  while  the  others  flying 
Lightnings  consider  their  aircraft  the  best .... 

“In  not  more  than  three  hours  from  the 
time  a plane  returns  to  its  base,  finished  prints 
are  being  examined  by  the  experts.” 

These  pilots  and  all  the  support  crews 
needed  to  keep  them  flying  were  Captain 
Gloetzner’s  constituency.  However,  providing 
medical  support  to  the  Reconnaissance  Group 
was  not  the  only  interesting  assignment  of  Dr. 
Gloetzner.  On  two  occasions  he  was  sent  on 
temporary  duty.  On  June  7,  1944,  he  was  sent 
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to  assist  at  the  91st  General  Hospital  in 
England  in  the  care  of  the  sick  and  wounded  as 
a result  of  the  D-Day  landings.  For  this  duty 
Captain  Gloetzner  was  particularly  com- 
mended for  his  superior  industry, 

cooperation  and  initiative  in  his  work  on  the 
surgical  service.  The  character  of  his  work 
technically  has  been  superior  considering  his 
past  experience  and  training  [in  surgery].” 

Another  “opportunity”  presented  itself  for 
a tour  of  temporary  duty,  the  Battle  of  the 
Bulge!  On  December  19,  1944,  orders  were 
issued  to  Dr.  Gloetzner  to  proceed  to  the  “...  Far 
Shore,  Airstrip  A-83,  on  temp  dy  with  27th 
Photo  Ren  Sq  for  a period  not  to  exceed 
fourteen  (14)  days,  for  the  purpose  of  carrying 
out  the  verbal  inst  of  the  CO  [to  assist -with  the 
care  of  increasing  casualties].” 

Comments  about  the  many  missions  of 
Captain  Gloetzner’s  unit  were  reported  at  the 
end  of  the  war  in  a published  unit  history.24  In 
captions  of  few  words  they  described  their 
important  mission.  “Through  weather,  fighters 
and  flak  we  sought  out  the  enemy’s  secrets.” 
“During  the  war  the  Germans  could  hide 
nothing  from  aerial  cameras.  Their  high 
command  was  filled  with  the  dread  realization 
that  military  and  industrial  installations  were 
under  close  scrutiny,  and  that  any  changes  of 
significance  were  almost  immediately  taped 
and  measured.” 

The  history  also  recorded  radio  transmis- 
sions from  the  pilots.  One  such  transmission 
went  as  follows,  “Where’d  they  come  from? 
Must  have  been  above  30,000  ....  109’s  ....  can’t 
shake  them.  Quit  climbing.  Drop  those  tanks 
and  put  the  nose  down  ....  they’re  almost  within 
range.  I have  a faster  airplane  than  those  guys 
if  I handle  it  right.” 

The  German  rocket  bombs  were  also 
recorded  by  the  history.  “V-  2,  the  weird  display 
of  hell  whirring  heavenward,  spitting  30  feet  of 
flame  and  a long,  white  condensation  trail, 
caused  consternation  among  the  first  pilots  to 
see  it.  In  November  1944,  the  first  photo  of  a V- 
2 trail  was  made,  the  pilot  lashing  [maximum 
speed]  his  plane  up  on  its  tail  in  a wild  effort  to 


680 


photograph  the  fire-spitting  monster.  Launch- 
ing spots  of  these  deadly  martian  weapons 
were  later  bombed.” 

In  a final  summary  they  reported,  “Since 
March  28,  1943,  when  an  American  pilot  flew 
the  first  American  photo  mission  over  German- 
occupied  Europe,  the  group’s  pilots  have  made 
approximately  1,000,000  photographs  cover- 
ing nearly  3,000,000  square  miles  of  enemy 
territory  in  Denmark,  Holland,  Belgium, 
France,  Czechoslovakia,  Germany,  Austria, 
Italy  and  Russia.  The  job  required  more  than 
360  miles  of  film  nine  inches  in  width.  Seventh 
Group’s  laboratory  produced  nearly  5,000,000 
prints  for  intelligence  purposes.  August  14, 
1944,  was  the  record  day  for  the  group,  when 
its  pilots  flew  58  missions  and  shot  more  than 
26,000  pictures.” 

In  a photo  caption  the  history  also 
commended  their  medical  support.  “The 
squadron  and  the  group  were  fortunate  in 
having  efficient  medical  and  dental  depart- 
ments with  Capt.  H.  J.  Gloetzner  as  medical 
officer  and  Capt.  H.  Abelon  as  dental  officer. 
They  were  ably  assisted  by  competent  enlisted 
technicians.  An  average  of  25  patients  were 
treated  each  day  at  the  group  dispensary.” 

At  the  conclusion  of  the  war  Captain 
Gloetzner  received  high  commendation  for  his 
service  from  Brigadier  General  M.  C.  Grow, 
the  surgeon  general  of  the  United  States 
Strategic  Air  Forces  in  Europe.  He  was  also 
awarded  two  battle  participation  service  stars 
for  the  Rhineland  Campaign  and  the  Ardennes 
Campaign.  He  returned  to  the  United  States 
on  August  9,  1945,  and  was  stationed  at  Fort 
Dix,  New  Jersey.  However,  he  was  discharged 
from  the  service  at  Drew  Field,  Florida.  As  a 
Christmas  story,  he  was  relieved  from  active 
duty  on  December  25,  1945.  He  returned  to  the 
Delaware  Hospital  during  his  terminal  leave 
period  in  late  1945  to  begin  his  internal 
medicine  residency.  He  completed  his  internal 
medicine  training  at  Bellevue  Hospital,  New 
York  University  in  1949.  He  began  his  practice 
of  internal  medicine  in  Norwalk,  Connecticut, 
in  1949,  retiring  from  this  practice  in  1984. 
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Donald  W.  CheffMD 14 


B-Zeeland,  Ml,  1-1-13.  BS:  Unk.  Attended 
Creighton  Univ,  30-31.  MD:  Univ  of  Nebraska, 
1937.  Int:  Del  Hosp,  37-38.  Res:  Brandywine 
Sanatorium,  Marshallton,  DE,  39-40.  EMS:  6-42. 
Medical  Officer.  95th  Inf  Div.  Cdr,  302nd  Med  Bn, 
77th  Inf  (Statue  of  Liberty)  Div.  SS,  BSM,  ACM, 
APCM.  Capt.  KIA:  4-16-45.  Pvt  Practice  w/ 
Andrew  M.  Gehret,  Wilm,  DE,  1940  to  1942. 

Dr.  Donald  W.  Cheff  was  one  of  the  first 
Delaware  physicians  to  enter  military  service 
in  World  War  II,  in  June  1942.  His  initial 
training  was  with  the  95th  Infantry  Division. 
There  is  no  record  of  his  attending  the  Medical 
Field  Service  School  at  Carlisle,  Pennsylvania. 
Subsequently  he  was  transferred  to  the  77th 
Infantry  Division,  known  as  the  Statue  of 
Liberty  Division,  and  was  sent  overseas  to  the 
Pacific  Theater  of  operations  as  commander  of 
the  302nd  Medical  Battalion.  He  took  part  in 
the  invasions  of  Leyte,  Guam,  Okinawa  and  Ie 
Shima. 

On  December  13,  1944,  troops  of  the  77th 
were  engaged  in  intense  fighting  on  Leyte  and 
suffered  large  numbers  of  casualties.  The 
number  of  casualties  was  so  great  that  it  was 
impossible  for  the  litter  bearers  to  evacuate  the 
casualties  from  the  battalion  aid  stations 
because  all  roads  to  the  rear  had  been  cut  off. 
The  only  access  was  across  300  yards  of  rice 
paddies  waist  deep  in  water.  Captain  Cheff 
obtained  an  amphibious  tractor  to  cross  the 
paddies,  directed  it  to  an  aid  station  and 
fearlessly  accompanied  it  to  the  front  lines 
where  none  of  the  casualties  had  yet  been 
treated.  For  this  heroic  action  he  was  awarded 
the  Bronze  Star  Medal. 

Following  the  Leyte  campaign,  Captain 
Cheff  supported  combat  actions  on  Guam  and 
Okinawa.  In  mid-April  1945,  elements  of  the 
77th  Division  were  sent  to  invade  a small 
island  three  miles  from  Okinawa,  Ie  Shima. 
Dr.  Cheff  was  part  of  this  operation.  “What  was 
envisaged  as  a brief  side-show  developed  into  a 
six-day  nightmare  as  one  battalion  after 
another  was  bludgeoned  by  Japanese  troops. 
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The  strug- 
gle went  on 
round  the 
clock,  with 
the  Glsinch- 
ing  forward 
by  day  and 
fighting  to 
repel  suicide 
raiders  at 
night.”15  On 
the  day  of 
the  inva- 
sion, April 
16,  1945, 

within  one- 
half  hour  of 
the  initial 
landings  on 
the  island,  Donald  W.  Cheff,  1942 

he  went  in 

with  a platoon  of  his  collecting  company,  and 
set  up  a collecting  point  on  the  beach.  He  led 
the  litter  bearers  inland  through  heavy  small 
arms  fire  and  then  returned  to  the  beach, 
where  casualties  were  mounting  fast.  Two  jeep 
ambulances  had  been  landed  by  that  time  and 
although  he  had  been  informed  that  the  road  to 
the  battalion  aid  station  was  insecure  and 
heavily  mined,  he  led  the  ambulances  to  the  aid 
station.  He  evacuated  them  with  eight  more 
casualties.  While  proceeding  back  to  the  beach 
on  this  second  trip  the  ambulance  in  which  he 
was  riding  struck  a mine,  which  killed  all  the 
occupants.  For  this  action  he  posthumously 
was  awarded  the  Silver  Star. 

Captain  Cheff  was  buried  initially  on  Ie 
Shima  but  was  later  interred  in  the  Punchbowl 
National  Memorial  Cemetery  of  the  Pacific  in 
Hawaii.  On  le  Shima  one  grave  separated  his 
and  the  internationally  famous  and  beloved 
war  correspondent  Ernie  Pyle,  who  lost  his  life 
on  Ie  Shima  just  two  days  after  Dr.  Cheff  was 
killed. 

Donald  W.  Cheff  was  the  only  Delaware 
doctor  to  be  killed  in  WW  II.  His  name  was 
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memorialized  at  a rest  camp  in  the  Philippines 
by  a facility  named  “Cheff  Hall”  that  was  built 
by  members  of  the  302  Medical  Battalion;  and 
subsequently  by  the  “Dr.  Donald  M.  Cheff 
Memorial  Chapel"  at  the  Veteran’s  Adminis- 
tration Hospital  at  Oak  Grove,  Pennsylvania. 
The  Medical  Society  of  Delaware  created  an 
endowment  fund  for  the  education  of  his 
children.  In  his  article  in  1950  describing  the 
service  of  Dr.  Cheff,  W.  Edwin  Bird  MD 
concluded,  “The  community  he  had  adopted  as 
his  professional  home  will  always  remember 
the  pleasing  personality,  the  sterling  charac- 
ter, and  the  professional  proficiency  of  the  only 
Delaware  doctor  to  make  the  supreme  sacrifice 
in  [WW  III.”16 

An  article  in  the  Delaware  Medical 
Journal  in  1983  about  Captain  Cheff  noted, 
“When  his  colleagues  at  the  Delaware  Hospital 
asked  Dr.  Donald  Cheff  how  he  happened  to 
come  to  Delaware  to  intern,  he  used  to  say  it 
was  because  while  he  was  a medical  student  in 
Nebraska  he  decided  he  wanted  an  internship 


on  the  ocean.  On  his  old  Rand  McNally  map,  he 
said,  the  name  Wilmington  was  printed  so  as  to 
appear  that  the  town  was  a seaport.”17 

In  February  1973  a letter  published  in  the 
Journal  said  in  part: 

“After  his  death,  the  doctors  of  Delaware 
established  an  insurance  policy  for  his  son, 
Donald  Theodore  Cheff.  The  policy  was  to  be 
used  for  higher  education. 

“That  policy  was,  in  fact,  used  to  help  send 
me  through  Columbia  University  Graduate 
School  of  Business.  I received  my  MBA  there  in 
1963.  On  my  recent  promotion  to  Vice 
President  of  Chemical  Bank  in  New  York,  I 
thought  back  to  the  importance  a fine 
education  meant  to  my  success.  And,  I thought 
back  to  the  thoughtfulness,  compassion,  and 
foresight  of  those  doctors  in  Delaware  who 
helped  provide  me  with  an  important  part  of 
that  education. 

“To  those  doctors  of  Delaware,  thank  you. 

“Theodore  Cheff  Krismann”18 


Vignettes 


The  following  represents  a sample  of  short 
stories  of  Delaware  World  War  II  veteran 
physicians.  Their  experiences  are  varied  and 
interesting,  and  fortunately  many  had  period 
photographs.  As  was  discussed  in  Part  I,  many 
military  units  absolutely  forbid  their  members  to 
have  cameras.  In  the  continuing  research  and 
publication  of  the  findings,  where  the  Delaware 
doctor  has  no  photographic  record,  an  in-depth 
search  will  be  undertaken  to 
find  representative  photo- 
graphs of  similar  service,  the 
unit  involved  or  of  a similar 
unit.  Let  us  take  a kaleido- 
scopic view  of  several  of  these 
doctors. 

The  triage  officer  for  the 
109th  Evacuation  Hospital 
was  Captain  John  W.  Alden. 

His  unit  was  part  of  Third 


John  W.  Alden,  Jr. 
Germany,  1945 


U.S.  Army.  From  their  arrival  in  England  to 
the  end  of  the  war  they  moved  and  set  up  their 
hospital  about  16  times.  They  treated  in  excess 
of  25,000  casualties  in  France,  Belgium, 
Germany  and  Czechoslovakia.  As  the  war 
ended  they  were  near  Nuremberg,  directly 
across  a small  creek  from  a fully  armed 
German  Armored  Division. 


Stanley  W.  Bilski  served 
in  the  Merchant  Marine.  He 
served  in  three  Merchant 
Marine  designated  War 
Zones,  the  Atlantic,  Pacific 
and  Mediterranean-Middle 
Eastern. 


Stanley  W.  Bilski, 
1944 
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As  a naval  medical  officer 
with  Admiral  Halsey’s  Third 
Fleet  in  the  Pacific,  I.  Lewis 
Chipman  participated  in  the 
Marianas  Campaign,  the  in- 
vasion of  Leyte,  the  Philip- 
pine Campaign  and  the 
South  China  Sea  Campaign. 
He  was  assigned  to  the 
destroyer  USS  Conway. 


I.  Lewis  Chipman, 
Phillipines,  1945 


One  doctor  who  had  an 
interesting  and  varied  expe- 
rience in  the  U.S.  Army  was 
Frank  J.  DiCecco.  After  his 
entry  into  the  Army  in  1944 
he  spent  the  first  nine 
months  in  special  schooling, 
first  the  Field  Service  School 
at  Carlisle,  Pennsylvania.  He 
was  then  transferred  to 
anesthesia  school  and  train- 
ing at  Lawson  General  Hos- 
pital, Atlanta,  Georgia,  with  further  anesthe- 
sia experience  at  Camp  Barkley,  Texas.  He 
then  served  as  the  anesthesiologist  with  a 
neurosurgi-cal  detachment  in  Hawaii,  Leyte 
and  Okinawa,  and  with  a field  hospital  in 
Japan  and  Korea.  Subsequently  he  was 
assigned  to  three  different  Station  Hospitals  in 
Korea  as  a general  medical  officer  before  his 
return  to  the  United  States. 


Frank  J.  DiCecco, 
Hawaii,  1944 


Serving  as  a battalion 
surgeon  in  front-  line  infan- 
try battalions  in  two  separate 
Infantry  Divisions  in  Europe, 

Davis  G.  Durham  was  with 
the  63rd  Division  when  they 
captured  Heidelberg.  Just 
after  the  war,  in  Austria,  Dr. 

Durham  came  across  Gerald 
A.  Beatty  in  a hospital  Davis  G.  Durham, 
where  Dr.  Beatty  was  recov-  1946 
ering  from  a broken  jaw 
following  a jeep  accident.  On  his  return  to  the 


“States,”  Captain  Durham  was  assigned  to  the 
Valley  Forge  Army  Hospital  in  Pennsylvania, 
one  of  the  leading  eye  hospitals  in  the  U.S. 


William  T.  Gallaher, 

an  infantry  battalion  sur- 
geon of  the  90th  Infantry 
Division,  boarded  an  LCI 
(Landing  Craft  Infantry)  on 
June  4,  1944.  Soon  this 

landing  craft  was  on  its  way 
across  the  English  Channel 
only  to  be  called  back  toward 
England,  but  it  stayed  at  sea  William T. 
for  the  next  24  hours  and  did  Gallaher,  1943 
not  land  until  June  6,  1944, 
on  Utah  beach.  The  LCVP  (Landing  Craft 
Vehicle/Personnel)  to  which  they  had  been 
transferred  ran  aground  some  100  yards  from 
the  beach,  requiring  all  on  board  to  scramble 
into  the  icy  surf  in  about  three  feet  of  water  in 
order  to  reach  the  beach.  Captain  Gallaher  was 
wounded  on  the  beach  and  his  associate 
battalion  surgeon  was  killed.  He  notes  how 
frustrating  it  was  on  the  beach  not  to  be  able  to 
help  every  injured  soldier.  There  were  shouts 
of  “Medic”  from  all  directions  and  you  could  not 
be  everywhere. 

Fierce  enemy  resistance 
at  Omaha  Beach  on  D-Day 
prevented  most  support 
troops  from  landing  on  June 
6 as  scheduled.  Laurence 
Fitchett,  battalion  surgeon 
of  the  100th  Ordnance  (Am- 
munition) Battalion,  was  de- 
layed until  D +2,  but  in  the 
interim  his  ship  removed 
wounded  back  to  England 
and  underwent  direct  shell- 
ing and  bomb  attacks.  From 
that  day  until  the  end  of  the  war  his  unit 
participated  in  five  major  campaigns  with  the 
United  States  First  Army,  as  well  as  the 
invasion  of  Normandy.  During  the  Battle  of  the 
Bulge  the  unit  had  to  evacuate  their  forward 
positions  as  they  came  under  direct  tank  and 
small  arms  fire.  One  of  the  battalion  officers 
was  captured  during  this  battle. 


Laurence  L. 

Fitchett,  Normandy, 
June  9,  1944 
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The  commander  of  the  8th 
Field  Hospital  in  the  Euro- 
pean Theater  was  Andrew 
M.  Gehret.  He  believed  his 
was  the  first  Field  Hospital  to 
land  across  the  Normandy 
beaches  eight  days  after  D- 
Day.  Over  the  next  several 
weeks  they  received,  evalu- 
ated and  evacuated  90,000 
civilian  and  military  person- 
nel. Subsequently  they  moved 
to  Holland  and  then  to  Germany.  At  the  end  of 
the  war,  in  addition  to  Allied  military  patients, 
they  also  treated  Polish  and  Russian  prisoners 
of  war  who  had  been  captured  by  the  Germans. 
He  noted  that  his  hospital  treated  over  400 
tuberculosis  patients. 


Andrew  M.  Gehret, 
England,  1944 


Maurice  Goleburn, 


Sometime  in  1945, 
Maurice  Goleburn  joined 
the  8th  Field  hospital.  He 
and  Dr.  Gehret  had  known 
one  another  in  Wilmington, 
when  Dr.  Goleburn  was  an 
intern  at  the  Delaware  Hospi- 
tal before  Dr.  Gehret  was 
called  to  active  duty. 


1944 


Leroy  R.  Kimble, 


Leaving  Seattle,  Wash- 
ington, in  February  1945, 
Leroy  R.  Kimble  was  the 
commanding  officer  of  a sepa- 
rate collecting  company.  He 
arrived  on  the  western  side  of 
Okinawa  amidst  hundreds  of 
ships  of  all  kinds.  With  the 
Navy  bombarding  the  island, 
his  unit  disembarked  down 
the  landing  nets  for  the  shore. 
For  their  performance  of  duty 
on  Okinawa  the  444th  re- 
ceived a high  commendation  from  the  com- 
mander of  the  Third  Amphibious  Corps. 
Following  the  cessation  of  hostilities  the 
company  performed  occupation  duties  in  Japan 
at  Kure,  about  18  miles  from  Hiroshima. 


Okinawa,  1945 


Edmund  G.  Laird 

served  as  chief  of  a general 
surgical  team  with  the  8th 
Evacuation  Hospital  in  North 
Africa  and  through  the  entire 
Italian  campaign.  This  hospi- 
tal was  established  by  a group 
of  doctors  from  the  University 
of  Virginia.  His  citation  for  the 
Bronze  Star  Medal  said  in 
part,  “Major  Laird  displayed 
outstanding  diagnostic  ability, 
expert  judgment  and  professional  skill  in  the  care 
and  treatment  of  many  battle  casualties.  His 
consummate  skill  in  thoracic  surgery  enabled 
him  to  save  the  lives  of  countless  desperately 
wounded  soldiers.” 


Edmund  G.  Laird, 
1942 


The  Medical  Adminis- 
trative Corps  (MAC)  officer 
assigned  to  Company  C,  306th 
Medical  Battalion,  on  August 
13,  1945,  was  Alfred  Lazarus. 
This  occurred  one  week  after 
the  atomic  bomb  was  dropped 
on  Hiroshima.  Lieutenant 
Lazarus  had  completed  a 
rigorous  indoctrination  course 
in  1944,  as  the  Army  was 
replacing  the  second  doctor  at 
each  battalion  aid  station  with  a nonphysician 
MAC  officer.  All  his  training  was  in  preparation 
for  an  invasion  of  Japan  that  fortunately  became 
unnecessary.  Two  weeks  after  the  formal 
surrender  of  the  Japanese,  his  Division,  the  81st, 
landed  at  Aomori,  the  northernmost  city  of 
Honshu,  to  begin  occupation  duties. 


Members  of  the  Army 
Specialized  Training  Program 
(ASTP)  who  were  in  the  last 
years  of  their  professional 
training  were  permitted  to 
complete  their  schooling  and 
internship  prior  to  active 
military  assignments.  E. 
Wayne  Martz,  Jr.,  completed 
medical  school  at  New  York 
University  in  1944,  and  an 
internship  at  Bellevue  Hospi- 


E.  Wayne  Martz, 
1944 


Alfred  Lazarus, 
Japan, 1945 
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Felix  Mick, 
Okinawa,  19452S 


tal  before  attending  military  medicine  courses  at 
Carlisle  Barracks  and  a neuro-psychiatric  course 
at  Columbia  University.  In  May  1946,  the  Army 
began  a major  effort  to  separate  those  unfit  for 
further  military  service.  Captain  Martz  was 
assigned  to  head  this  effort  at  Fort  Dix,  New 
Jersey.  In  one  year  his  unit  processed  1,800 
individuals  in  this  category.  As  the  program 
concluded  Dr.  Martz  received  a personal  letter  of 
thanks  and  commendation  for  the  effort. 


Medical  care  for  the  United 
States  Marine  Corps  is  pro- 
vided by  the  Medical  Corps  of 
the  U.S.  Navy.  Felix  Mick,  at 
the  completion  of  his  intern- 
ship at  the  naval  hospital  in 
Philadelphia,  was  assigned  to 
a naval  Garrison  Beach  Party 
[a  unit  apparently  like  an 
Army  clearing  company,  stabi- 
lizing and  preparing  patients 
for  further  evacuation].  His 
unit  landed  on  the  Okinawa 
invasion  beaches  seven  hours  after  the  first 
assault  waves  and  performed  their  medical 
duties  until  the  island  was  secure  six  weeks  later. 
While  on  Okinawa,  he  was  able  to  have  a reunion 
with  his  brother  Frank,  a marine  aviator,  who 
had  flown  his  Corsair  fighter  plane  from  an 
aircraft  carrier  to  the  Yontan  airfield. 


David  V.  Pecora’s  ser- 
vice in  the  European  Theater 
of  operations  appears  like  an 
unending  game  of  Chinese 
checkers.  He  seemed  always 
on  the  move,  filling  in  here, 
filling  in  there,  wherever 
medical  care  was  most  needed. 

Alter  arriving  in  Belfast, 

Northern  Ireland,  he  per- 
formed general  medical  duties 
in  support  of  five  infantry 
divisions  as  well  as  navy,  air 
corps  and  other  support  personnel.  In  England  he 
was  assigned  to  a Port  Surgeons  Office  to  care  for 
troops  on  transports  and  later  to  the  highly 
secure  area  of  Bournemouth  to  maintain  a 


David  V.  Pecora, 
1942 


dispensary  to  support  the  troops,  especially  those 
of  the  1st  and  29th  Divisions  during  their  final 
preparations  for  the  invasion  of  Normandy. 
Following  through  Bournemouth,  after  the 
Americans  was  the  French  Second  Armored 
Division.  In  December  1944  he  was  transferred  to 
the  197th  General  Hospital  and  moved  to  France. 
During  the  Battle  of  the  Bulge,  he  treated 
casualties  from  the  First,  Ninth  and  Third 
Armies.  As  the  war  in  Europe  wound  down,  his 
unit  prepared  to  go  to  the  Pacific.  The  advance 
party  was  already  in  Manila  and  the  unit  was  on 
board  a troopship  in  transit  to  the  Pacific  when 
the  Japanese  surrendered.  The  ship  was 
redirected  to  Newport  News,  Virginia,  not  a 
disappointing  destination. 

In  the  “island  hopping” 
strategy  of  the  South  Pacific, 
large  numbers  of  Japanese 
were  intentionally  bypassed. 

However,  their  presence  along 
the  lines  of  communications  of 
the  Allied  Forces  required  that 
these  pockets  of  the  enemy  be 
eventually  eliminated.  For 
three  years,  David  Platt 
performed  the  duties  of  battal- 
ion surgeon  and  medical  bat- 
talion commander  for  the 
Regiment  which  was  assigned  this  important  but 
dangerous  task. 


David  Platt,  1942 


147  th  Infantry 


Jack  C.  Sallee  joined 
the  9th  Infantry  Regiment  of 
the  2nd  Infantry  Division  in 
January  1945,  as  assistant 
regimental  surgeon.  From 
January  until  the  end  of  the 
war,  his  regiment  was  in  the 
front  lines,  constantly  on  the 
offensive.  The  Second  Divi- 
sion was  the  second  one  to 
cross  the  Rhine  at  Remagen. 

Their  toughest  battle  was 
taking  the  Leune  Oil  Works.  Subsequently 
they  captured  Leipsig  and  met  the  Russians  at 
Rokycany,  Czechoslovakia. 


Jack  C.  Sallee, 
Germany,  1945 
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The  citation  for  Frank  S. 
Skura’s  Bronze  Star  medal 
provides  insight  into  the 
operations  of  the  160th  Engi- 
neer Combat  Battalion.  It 
states,  “Captain  Skura  has, 
on  every  operation  by  the 
160th  Engr  C Bn,  been 
present  at  the  site  of  opera- 
tion, remaining  for  days  at  a 
time,  in  order  to  save  lives 
and  relieve  the  suffering  of 
the  wounded.  He  remained  on  duty  at  his  aid 
station  over  long  periods  of  time,  often  under 
intense  artillery,  mortar,  machine  gun  and 
small  arms  fire  in  order  that  he  might  be  able  to 
reach  the  wounded  almost  immediately  after 
they  had  been  hit.  Capt.  Skura’s  devotion  to 
duty  and  utter  disregard  for  personal  safety 
and  comfort  reflect  the  highest  credit  on  his 
character  as  an  officer  and  upon  the  military 
service.” 

On  April  12, 
1945, Sidney 
Stat  was  no- 
tified that  all 
the  medics  of 
a tank-infan- 
try  battalion 
task  force  be- 
ing supported 
by  his  field 
artillery  bat- 
talion were  themselves  casualties.  He  volun- 
tarily formed  a rescue  squad  and  proceeded, 
against  the  advice  of  the  task  force  com- 
mander, to  the  most  forward  infantry  elements 
and  personally  directed  the  evacuation  of 
seven  seriously  wounded  soldiers  and  adminis- 
tered first  aid  to  many  others  in  nearby  ditches 
while  under  heavy  enemy  fire.  For  this  action 
he  was  awarded  the  Silver  Star.  At  the  war’s 
end,  in  Germany,  Captain  Stat  was  given  the 
job  of  administering  the  affairs  of  13  towns  and 
two  large  prisoner  of  war  camps  with  6,000 
soldier  prisoners. 
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Parts  I and  II  of  these  Reflections  of  World  War 
II  have  been  an  effort  to  portray  the  generally 
unheralded  role  of  medical  officers  in  war. 
There  can  never  be  any  doubt  that  the  physical 
presence  of  physicians  and  medical  aidmen  at 
the  front,  sharing  the  dangers  and  hardships  of 
the  fighting  man,  contributes  immeasurably  to 
that  fighting  man’s  morale.  Further,  as  the 
wounded  or  ill  soldier,  sailor  or  airman  moves 
back  to  more  specific  definitive  care,  their 
knowledge  that  dedicated  and  qualified 
medical  personnel  are  available  to  care  for 
them,  gives  them  a sense  of  security  and  a 
knowledge  that  everything  possible  will  be 
done  to  assure  the  best  possible  outcome  from 
their  difficulty. 

These  few  reflections  of  only  a handful  of 
Delaware  doctors  in  World  War  II  can  be 
translated  to  doctors  in  previous  wars  in  which 
the  United  States  has  been  a participant  and  to 
the  conflicts  in  which  this  country  has  been 
involved  since  World  War  II.  The  military 
medical  officer’s  sense  of  devotion  to  duty  and 
professional  skill  not  only  created  a sense  of 
security  among  those  whom  they  served,  but 
created  the  best  mortality  and  morbidity 
statistics  ever  attained  in  war.  Their  compas- 
sionate efforts  in  rehabilitation  set  standards 
that  are  still  valid.  And,  the  results  of  the 
medical  research  of  that  period  still  pay 
dividends  today. 

The  story  does  not  end  here.  There  are 
literally  hundreds  more  stories  to  be  told  of 
doctors  from  Delaware.  This  research  will 
continue.  For  those  who  have  not  yet  provided 
the  story  of  their  participation,  we  look  forward 
to  hearing  from  you.  We  would  also  like  to  hear 
from  anyone  who  knows  of  a Delaware  doctor 
who  served  and  whose  experiences  we  have  not 
reported. 
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Key  to  Abbreviations 

ACM 

American  Campaign  Medal 

ADSM 

American  Defense  Service  Medal 

AM 

Air  Medal 

AMOB 

Aviation  Medical  Officer  Badge 

AOM 

Army  of  Occupation  Medal 

APCM 

Asiatic-Pacific  Campaign  Medal 

BSM 

Bronze  Star  Medal 

CIB 

Combat  Infantry  Badge 

CM 

Commendation  Medal 

CMB 

Combat  Medical  Badge 

DFC 

Distinguished  Flying  Cross 

DSC 

Distinguished  Service  Cross 

DSM 

Distinguished  Service  Medal 

DUC 

Distinguished  Unit  Citation 

EAMCM 

European,  African,  Middle- 
Eastern  Campaign  Medal 

EFMB 

Expert  Field  Medical  Badge 

EIB 

Expert  Infantryman  Badge 

EMS 

Entered  Military  Service 

Fel 

Fellow 

FSB 

Flight  Surgeon  Badge 

GCM 

Good  Conduct  Medal 

GQ 

Glider  Qualified 

Int 

Intern 

LCI 

Landing  Craft,  Infantry 

LOM 

Legion  of  Merit 

LST 

Landing  Ship,  Tank 

MBS 

Mexican  Border  Service 

MC 

Medical  Corps 

MH 

Medal  of  Honor 

MP 

Master  Parachutist 

MM 

Medal  for  Merit 

P 

Parachutist 

PH 

Purple  Heart 

PLR 

Philippine  Liberation  Ribbon 

PUC 

Presidential  Unit  Citation 

R 

Ranger 

Res 

Resident 

SFSB 

Senior  Flight  Surgeon  Badge 

SM 

Soldier’s  Medal 

SMS 

Separated  from  Military  Service 

SP 

Senior  Parachutist 

ss 

Silver  Star 

UNK 

Unknown 

WACSM 

Women’s  Army  Corps  Service 
Medal 

WWIVM 

World  War  I Victory  Medal 

WWIIVM 

World  War  II  Victory  Medal 
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Appendix 

All  former  members  of  the  U.S.  Army  who  may 
need  to  obtain  or  replace  their  discharge 
papers  or  their  decorations  or  awards  should 
write  to  the  following: 

To  replace  their  discharge  papers: 
Commander 
AKPERCEN 
ATTN:  ARPC-VSE-VO 
9700  Page  Blvd 
St.  Louis  MO  63132-5200 

To  replace  decorations  or  awards: 

Commander 

ARPERCEN 

ATTN:  ARPC-VSE-A 

9700  Page  Blvd 

St.  Louis  MO  63132-5200 

All  other  former  members  of  the  military 
services,  including  the  Coast  Guard,  should 
write  to: 

Military  Personnel  Records  Center 
9700  Page  Blvd 
St.  Louis  MO  63132 

Former  members  of  the  Merchant  Marine  or 
Public  Health  Service  should  write  to: 
National  Personnel  Records  Center 
Civilian  Personnel  Records  Branch 
111  Winnebago  Street 
St.  Louis  MO  63118-4199 

All  requestors  must  provide  as  much 
identification  as  possible,  i.e.,  name,  rank, 
social  security  number/service  number,  date  of 
birth,  and  dates  and  places  of  employment  in 
the  case  of  the  Merchant  Marine  and  Public 
Health  Service.  The  telephone  numbers  at 
each  of  these  records  centers  are:  Military 
(314)  263-3901  and  Civil  Service  (314)  425- 
5761. 
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Save  Money  At  Over  400  Courses. 

Give  every  golfer  the  gift  that  fits  them  to  a tee.  The  1995 
Mid-Atlantic  Golf  Privilege  Card  offers  money  saving  values, 
including  FREE  or  REDUCED  greens  fees,  at  over 
400  courses  in  DE,  PA,  MD,  DC,  OHIO,  VA  and  WEST  VA 
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Osteoporosis  Health  Center  of  Delaware 

Delaware  Nuclear  Medicine 
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(302)  368-3000 
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DIAGNOSTIC  IMAGING  ASSOCIATES 
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Diagnostic  Imaging  Associates'  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax.  film  delivery  sendee  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Sendees  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 
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Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Umestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze.  M.D..  Co-Director 
Joseph  R.  Peacock.  M.D..  Co-Director 
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Discussion  on  Mammography  Reports 


Covering  Your  Butt 

The  litigious  society  in  which  the  practice  of 
medicine  finds  itself  has  spawned  several 
fanny-covering  practices,  one  of  which  I find 
tolerable. 

Let  me  quote  from  a recent  mammography 
report  I received  on  a patient  referred  to  me  by 
her  family  physician.  The  patient’s  breasts 
were  without  abnormal  physical  findings. 

“....there  is  an  area  of  increased  density 
present  in  approximately  the  six  o’clock 
position.  The  finding  is  nonspecific,  but  the 
change  is  disturbing.  I would  suggest  the 
patient  have  surgical  consultation  for  further 
evaluation  of  this  nodule  as  the  possibility  of 
malignancy  cannot  be  excluded.” 

What  in  the  world  can  the  surgeon  say  or 
do  in  “consultation”?  Is  the  radiologist 
suggesting  that  the  surgeon  can,  with  greater 
confidence  than  the  radiologist,  read  the  films 
and  decide  that  the  mass  is  benign  or 
malignant?  I thought  that  was  the  province  of 
the  radiologist!  Is  the  radiologist  suggesting 
that  the  surgeon  can  divide  the  nature  of  the 
lesion?  Or  is  the  radiologist  saying, ”1  can’t  be 
sure.  I want  to  cover  my  butt.  Let  me  put  the 
grounds.”  These  are  all  intended  to  put  the 
onus  on  the  surgeon.  With  such  reports,  the 
surgeon  is  forced  to  make  only  one  decision-to 
operate.  He  cannot  take  the  chance  that  five 
years  later  the  patient  he  did  not  operate  will 
down  with  a cancer  of  the  breast  for  which  he 
will  be  held  responsible. 

There  are  several  radiologists  in  town  who 
have  the  courage  to  call  the  shots  as  they  see 
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them  — without  equivocation.  Some  will  even 
review  the  “hedged”  reports  of  other  radiolo- 
gists and  dictate  more  specific  reports.  They  do 
this  without  being  paid  for  the  service.  I’m 
willing  to  direct  my  patients  to  these 
radiologists.  Unfortunately,  non-surgeons  who 
send  their  patients  for  mammograms  are  not  as 
keenly  aware  of  this  problem  as  are  the 
surgeons. 

I feel  our  radiology  colleagues  should 
tighten  their  ship  and  we  should  all  demand 
more  responsible  readings  from  them. 

Carl  Glassman  MD 

The  Mammography  Report: 
Communication  Problems 

“Then  you  should  say  what  you  mean,”  the  March  Hare 
went  on.  “I  do,”  Alice  hastily  replied;  “at  least  — at  least,  I 
mean  what  I say  --  that’s  the  same  thing,  you  know.” 

Lewis  Carroll 
Alice’s  Adventures  in  Wonderland 

In  this  issue  of  the  Delaware  Medical 
Journal , Dr.  Carl  Glassman’s  provocative 
letter  to  the  editor  raises  important  issues  that 
challenge  the  many  physicians  in  Delaware 
who  see  and  treat  patients  with  breast 
disorders.  His  questions  are  fair.  In  colorful 
language,  he  decries  the  tone,  the  implication 
of  certain  phrases,  and  the  quasi-legal  nature 
data  on  patients  with  positive  mammograms. 
While  the  American  College  of  Radiology 
(ACR)  reviews  submitted  clinical  images  as 
part  of  its  accreditation  process,  it  does  not 
review  selected  mammography  reports  for  the 
appropriateness  of  content.  The  new  FDA 
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requirements  define  the  technical  aspects  of 
quality  mammography  but  they  do  not  focus  on 
communication  expertise  or  on  the  clarity  of 
mammography  reports. 

The  ACR’s  newly  introduced  Breast 
Imaging  Reporting  and  Database  System 
includes  a breast  imaging  lexicon.  The  lexicon 
includes  commonly  understood  terms  used  in 
reporting  a mammogram.  Such  terms  as  mass, 
density  and  type  of  calcification  are  defined. 
The  ACR  advocates  the  use  of  this  lexicon  and 
believes  that  its  adoption  will  lessen  some  of 
the  confusion  over  terminology. 

Probably  no  area  of  mammography  is  more 
difficult  and  creates  more  concern  than  the 
final  characterization  of  a mammographic 
abnormality.  The  ACR’s  reporting  system 
allows  mammograms  to  be  placed  in  five 
diagnostic  categories.  They  are:  negative, 
benign  finding,  probably  benign  (follow-up 
advised),  suspicious  abnormality  (biopsy  to  be 
considered)  and  highly  suggestive  of  malig- 
nancy. 

The  distinction  between  “probably  benign” 
and  “suspicious  abnormality”  creates  the  most 
difficulty.  The  diagnostic  lines  may  blur 
between  these  categories.  What  one  radiologist 
may  call  benign,  another  may  categorize  as 
suspicious  for  malignancy.  Reasonable  differ- 
ences of  opinion  do  occur  in  medicine.  Ferris 
Hall,  a Boston  radiologist,  believes  that 
problems  often  arise  from  over-interpretation 
rather  than  under-interpretation.  He  thinks 
that  far  too  many  breast  lesions  with  a high 
likelihood  of  benignity  are  biopsied.  It  must  be 
understood  that  the  “probably  benign”  cat- 
egory includes  breast  abnormalities  that  on 
follow-up  are  shown  to  be  carcinoma.  For 
instance,  a well-define  1-cm  nodular  breast 
mass  has  an  estimated  2 percent  chance  of 
malignancy.  Both  the  referring  physician  and 
the  patient  should  be  aware  of  this. 

James  Kilpatrick,  the  essayist  and  word 
master,  believes  that  communication  fails 
solely  for  want  of  a common  vocabulary.  He 
believes  that  communication, ’’often  is  not 
exactly  lost;  it  is  mislaid.”  To  the  essayist  a 
misplaced  modifier  may  leave  the  reader 
momentarily  puzzled;  to  the  clinician  an 
unclear  phrase  in  a mammogram  report  may 
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lead  to  a delay  in  diagnosis  or  an  inadvisable 
course  of  action.  The  attempt  by  the  ACR  to 
implement  the  standardized  dictionary  of 
terms  for  use  in  mammography  should  lay  the 
ground  work  for  a common  vocabulary. 

Surely,  it  must  be  conceded  that  defensive 
medicine  is  an  unfortunate  way  of  life  for 
American  physicians;  the  question  is,  how  to 
practice  it.  Since  failure  to  diagnose  breast 
cancer  is  one  of  the  common  set  causes  of 
medical  malpractice  suits,  it  should  be  of 
concern  to  those  physicians  who  diagnose  and 
treat  patients  with  breast  disorders.  Lawyers 
line  the  sideline  of  medicine  to  second  guess 
medical  decisions  and  retrospectively  review 
mammograms  later  shown  to  harbor  malig- 
nancy. Ferris  Hall  believes  that  the  threat  of 
litigation  frequently  prompts  biopsies  of 
mammographic  detected  lesions  that  are  often 
labeled  “probably  benign.”  You  may  think  that 
ambiguous  statements  or  hedges  would  legally 
protect  a mammographer;  we  reject  that 
notion.  We  are  reminded  of  the  sobering 
aphorism,  “Ambiguity  is  the  marble  from 
which  the  plaintiffs  attorney  will  sculpt  a 
malpractice  case.” 

Excellence  in  mammography  mandates 
mutual  trust  and  confidence  as  well  as  close 
collaboration  and  open  channels  of  communi- 
cation between  the  radiologist,  the  surgeon 
and  the  patient.  It  necessitates  an  understand- 
ing, the  radiologist  should  avoid  terms  such  as 
“malignancy  cannot  be  excluded”  or  “surgical 
consultation  is  suggested”.  For  mammographic 
lesions  that  clearly  belong  in  the  “probably 
benign”  category  the  surgeon  should  ideally 
seek  a second  opinion  more  often  as  an 
alternative  to  the  biopsy  of  lesions  with  a very 
low  probability  of  malignancy. 

We,  the  medical  community  of  Delaware, 
are  in  the  battle  to  win  breast  cancer  together; 
let’s  not  let  a failure  to  communicate  get  in  the 
way  of  confronting  a major  health  problem  for 
women. 
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The  Medical  Center  of  Delaware 
The  HIV  Community  Program 

The  Medical  Center  of  Delaware’s  HIV 
Community  Program  has  provided  care  to 
patients  who  are  HIV  positive  or  who  have 
AIDS  since  1986.  The  two  sites  currently 
affiliated  with  the  HIV  Community  Program 
are  located  at  the  Wilmington  Hospital  and  at 
the  Georgetown  Service  Center  in  Georgetown, 
Delaware.  The  Georgetown  site  represents  a 
collaboration  between  the  Medical  Center  of 
Delaware  and  the  Delaware  Division  of  Public 
Health. 

Providing  primary  care  to  those  with  HIV 
infection  is  the  major  focus  of  the  HIV 
Community  Program.  It  is  estimated  that  care 
is  provided  to  65  percent  of  those  in  the  state 
who  are  accessing  care.  As  of  June,  1994,  over 
1350  clients  have  received  care  in  Wilmington 
and  Georgetown,  with  a current  patient  census 
of  over  750.  As  of  that  date,  62  percent  of  the 
patients  were  African  American  and  6 percent 
Hispanic.  Homosexual/bisexual  men  com- 
prised 28  percent  of  the  total  population,  56 
percent  were  injection  drug  users,  and  14 
percent  were  heterosexual  contacts.  Women 
comprised  32  percent  of  the  patient  population, 
and  children  under  the  age  of  two  comprised  9 
percent  (80  percent  of  these  patients  are 
minority).  Fifty-four  percent  were  not  eligible 
for  Medicaid  and  did  not  have  insurance  to  pay 
for  their  health  care.  In  1989,  the  HIV 
Community  Program  at  the  Medical  Center  of 
Delaware  received  a contract  with  the  NIH  to 
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establish  a clinical  research  unit  for  the  Terry 
Beirn  Community  Program  for  Clinical 
Research  on  AIDS  (CPCRA).  The  NIH 
announced  on  September  1st,  1994  the  awards 
for  the  refunding  or  establishment  of  the 
CPCRAs  for  the  next  funding  cycle.  A total  of 
37  proposals  were  received  and  evaluated.  Of 
the  17  existing  units,  12  were  refunded. 
Despite  the  quality  of  the  research  program  in 
place,  the  Delaware  CPCRA  was  not  one  of 
them.  It  is  important  to  note  that  of  the  four 
new  units  established,  one  is  in  Philadelphia, 
one  in  Camden,  and  the  other  in  Baltimore. 
Philadelphia  and  Baltimore  both  receive  not 
only  AMFAR  funding  for  clinical  research, 
they  are  also  sites  of  NIH  funded  ACTG’s 
(AIDS  Clinical  Trial  Groups).  This  decision  has 
left  Delaware  residents  with  HIV  infection  no 
access  to  clinical  research  trials. 

This  decision  is  particularly  disturbing 
because  the  patient  population  has  displayed  a 
wonderful  response  to  the  availability  of 
clinical  trials-the  Delaware  unit  has  enrolled 
27  percent  of  its  total  patient  population  in 
CPCRA-sponsored  protocols,  and  although  not 
one  of  the  largest  units,  has  enrolled  more 
patients  than  units  in  the  surrounding 
geographic  area  (Atlanta,  Washington,  Bronx, 
and  New  Jersey).  Enrollment  of  the  targeted 
populations  (women,  minorities  and  substance 
abusers)  in  comparison  to  the  local  epidemic 
are  comparable.  In  addition,  the  staff  of  the 
Delaware  CPCRA  has  displayed  the  ability  to 
provide  exceptional  protocol  management-we 
currently  are  the  only  unit  that  has  no  patients 
“lost  to  follow  up,”  and  have  the  highest  quality 
of  data  in  the  network. 

Although  the  goal  of  the  CPCRA  is  to  “add 
a layer  of  research  to  an  existing  system  of 
community-based  primary  care,”  it  is  largely 
recognized  that  the  funding  of  the  CPCRA 
program  in  Delaware  greatly  enhanced  the 
primary  care  for  the  HIV  infected  patients. 

This  enhancement  occurred  in  a number  of 
ways.  The  availability  of  a nationally  funded 
clinical  trials  network  entered  patients  into 
care  who  might  not  otherwise  be  identified  or 
seek  medical  care  for  their  HIV  infection.  In 
addition,  enrollment  into  clinical  trials 
facilitated  patient  compliance  with  their 
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medical  management.  The  research  staff 
assumed  both  protocol  management  and 
primary  care  of  those  patients  enrolled  into 
clinical  trials.  The  loss  of  research  staff  (56 
percent  of  the  HIV  Community  Program  staff, 
including  physicians,  nurses,  social  workers, 
pharmacists,  and  secretaries)  will  greatly 
impair  the  ability  of  the  HIV  Community 
Program  to  continue  to  provide  care  to  the 
existing  patient  population,  and  seriously 
undermines  the  infrastructure  of  HIV  care  in 
the  entire  staff. 

Our  staff,  community  advisory  board  and 
patients  are  working  diligently  to  alert  our 
state  and  federal  representatives  of  this 
situation  and  the  potential  impact  on  the 
availability  of  primary  care  for  HIV  infected 
individuals.  Broadening  the  base  of  both  state 
and  federal  financial  support  for  primary  care 
is  essential,  but  clearly  is  dependent  upon 
political  awareness  as  to  the  magnitude  of  the 
local  epidemic. 

Delaware  is  currently  seventh  in  the 
United  States  for  case  rate  of  AIDS.  As  health 
care  providers,  this  epidemic  will  continue  to 
impact  our  professions  for  many  years  to  come. 
It  is  important  that  our  state  and  federal 
legislatures  understand  the  facts  about  HIV 
and  AIDS,  so  that  responsible  decisions  are 
made.  It  is  clearly  our  responsibility  to  provide 
these  facts.  The  staff  of  the  HIV  Community 
Program  attempts  to  meet  this  challenge  by 
providing  educational  opportunities  for  both 
professionals  and  the  community  at  large.  It  is 
the  responsibility  of  all  health  care  providers  in 
our  state  to  contribute  to  this  effort. 

William  J.  Holloway  MD 

A Response  to  October’s  Board  of  Medical 
Practice  “Maxim  of  the  Month” 

In  the  semi-biannual  status  report  of  the  Board  of 
Medical  Practice,  published  in  the  October  Delaware 
Medical  Journal , you  listed  three  maxims  of  the 
month.  I must  really  take  exception  to  maxim  number 
1.  Maybe  for  the  first  time  ever  I feel  that  your 
comments  are  out  of  touch  with  reality.  The  day  of 
older  physicians  changing  careers  and  taking  “a  few 


shifts  in  the  emergency  rooms”  have  long  since 
ceased  to  be  a responsible  position.  Emergency 
Medicine  is  a specialty  and  should  be  practiced  by 
specialists.  If  you  have  read  the  Macy  report  you  will 
realize  that  “moonlighters”  and  “a  career  change 
physician”  are  singularly  inappropriate  in  the 
Emergency  Department.  Just  going  to  take  a course  in 
electrocardiography  and  the  diagnosis  and  manage- 
ment of  medical  and  surgical  emergencies  cannot 
ever  make  a practitioner  competent  in  his  declining 
years  to  work  in  an  Emergency  Department.  It  takes 
us  three  years  of  residency  to  train  practitioners 
appropriately  and  that  cannot  be  substituted  for. 

I really  believe  that  in  your  next  article  in  the 
Journal  you  should  retract  this  maxim. 

Ben  C.  Corballis  MD 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  magic ' words  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern , 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 

TtlatferCarts 

"EPICAL  EQUIPMENT  A NO  SERVICES 

Showroom:  Old  Baltimore  Pike  Ind.  Pk. 

83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ (609) 299*3224 
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Can  Your  Patients 
Afford  Anything  Less  Than 

meilhili  Quality 
Pap  Smears? 

• Less  than  one  week  turnaround  time  for  normals 

• Only  ASCP-Certified  Cytotechnologists  on  staff 

• Cytotechs  limited  to  a maximum  of  100  slides  per  day; 
a long-standing  policy  at  Medlab 

• Two  full-time  clinically  experienced  Board- Certified 
Pafhologists  on  staff 

• Mayo  Medical  Laboratory  the  reference  laboratory  for 
the  Mayo  Clinic,  available  for  consultations  on  difficult 
cases  at  no  additional  charge 

• Surgipath®  Pap  smear  organizer  available  at  no 
additional  charge 


For  further  information  please  contact  our  Marketing  Department  at  (302)  655-LABS  in 
Newcastle  County,  or  1-800-MEDLAB-l . Or  write  to:  MEDLAB  Clinical  Testing  Inc.,  PO.  Box  10770, 
Wilmington,  DE  19850-0770. 


meilhili 

CLINICAL  TESTING  INC. 


...BECAUSE  QUALITY  IS  ESSENTIALS 


PAPASTAVROS’ 

ASSOCIATES 

MEDICAL  IMAGING 


Garth  A.  Koniver,  M.D.,  F.A.C.R. 
Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D. 
John  D.  McAllister,  II,  M.D. 
James  A.  Murphy,  M.D. 


• X-RAY  • MRI  SCANNING 

• ULTRASOUND  • ECHOCARDIOLOGY 

• NUCLEAR  MEDICINE  • MAMMOGRAPHY 

• STRESS  CARDIAC  IMAGING 

• SPIRAL  (SINGLE  BREATH  HOLD) 

CAT  SCANNING 


FULL  SERVICE  IMAGING  CENTERS 
LOCATED  AT: 


1701  Augustine  CutOff 
Suite  100 

Professional  Building  IV 
Wilmington,  DE  19803 


Drummond  Plaza 
Office  Park 
40  Polly  Drummond 
Hill  Road 
Newark,  DE  19711 


Other  Convenient  Locations 


1508  Pennsylvania  Avenue 

2700  Silverside  Road 

1805  Foulk  Road 

420  Christiana  Medical  Center 

1320  Philadelphia  Pike 

1941  Limestone  Medical  Bldg. 

1502  Delaware  Street,  New  Castle 

2600  Summit  Bridge  Road 

16  Omega  Drve  Bldg,  B-89 

5317  Limestone  Road 

550  Stanton-Christiana  Road 


655-4042 

478-1100 

475-8036 

368-3959 

792-2529 

992-0502 

328-1502 

836-8350 

738-5500 

239-9415 

633-9910 


Be  a fighter. 
Knock  out 
the 


before  thej"f 
Flu  knocks 
you! 

Get  a flu 
shot! 


t AMERICAN 
LUNG 

ASSOCIATION® 

I -800-LUNG-USA 
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WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 


VIP 

Vendor 

Spotlight 


STT  Computer  Services,  Inc. 


STI  Computer  Services  is  a VIP  'Preferred' vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 

Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 


Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine  ; 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  Ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase  I 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild  1 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula-  ; 
tion  and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon 1 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  prerase  tabulation 
can  be  offered  of  additional  contraindications . 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants , or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in-  * 
creased  motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of  , 
erectile  impotence. 1 4,4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  tablet  3 
times  a day,  followed  by  gradual  increases  to  .1  tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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and  Enthusiasm. 


At  VNA,  we  know  a comfortable  environment  for 
rehabilitation  can  inspire  people  who  are  working 
to  get  back  on  their  feet  again.  And  this  knowledge  has  inspired  us  to  provide  you  with 
Specialty  Care  Services , such  as  rehabilitation,  in  the  very  best  environment  possible.  Home. 
In  addition,  we  offer  you  highly  specialized  home  health  care  in  other  areas,  including 
I.V.  Therapies,  Oncology,  HIV/AIDS,  Obstetrics,  Neonatology  and  Pediatrics.  So  after  you’re 
discharged  from  the  hospital,  VNA’s  skilled  professionals  will  help  you  hit  the  ground  running. 

Which,  in  turn,  will  help  put  you  on  the  road 
to  recovery.  Call  (302)  323-8200  for  more  information... 
we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 
Association 
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Over  12  years  of  protecting 
Delaware  doctors-and  counting, 


Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 


There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 

Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 

To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 
at  1-800-382-1378. 


® 

INSURANCE  COMPANY 

The  exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 
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MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
October  1994 


This  feature  was  instituted  in  September’s  Journal  in  response  to  the  question,  “Just  what  does  the 
MSD  staff  and  leadership  do?"  Each  month  we  will  describe  how  your  MSD  staff  and  leadership  are 
serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your  state  medical 
society  is  on  your  behalf. 


Leadership  Activities 

Thomas  J.  Maxwell  MD  spoke  at  National 
Mammography  Day  at  Rodney  Square. 
Michael  J.  Bradley  DO  attended  the 
Pennsylvania  Medical  Society  Annual 
Meeting  in  Hershey. 

Dr.  Bradley,  Stephen  R.  Permut  MD,  Phil 
Corrozzi  and  Mark  A.  Meister  met  with  the 
Association  of  Delaware  Hospitals  Execu- 
tive Committee  to  discuss  the  MSD/ 
Association  of  Delaware  Hospitals  health 
reform  plan. 

Drs.  Bradley  and  Permut,  Garth  A. 
Koniver  MD,  Anthony  L.  Cucuzzella  MD, 
Martin  G.  Begley  MD,  Carol  A.  Tavani  MD, 
Jorge  A.  Pereira-Ogan  MD,  Phil  Corrozzi, 
Mark  A.  Meister  and  Mike  Taylor 
represented  MSD  at  the  HCPAD  2nd 
Annual  Dinner. 

Met  with  Bob  Tremain  to  discuss  Mid- 
Atlantic  Health  System. 

Carol  A.  Tavani  MD,  Peter  D.  Schindler 
MD  and  Mark  A.  Meister  met  to  revise  the 
Physicians’s  Health  Advocacy  Agreement. 
Attended  the  monthly  Delaware  Health 
Care  Commission  meeting. 

Medical  Review  Board  Tour  of  Delaware 
Correctional  Center  in  Smyrna. 

Delaware  Health  Care  Commission  Cost 
Containment  Committee. 

Met  with  Paula  Roy  of  the  Delaware 
Health  Care  Commission  and  insurance 
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officials  to  discuss  personal  injury  and 
workers’  compensation  reform. 

Met  with  Bob  Reed  to  discuss  Blue  Cross 
Blue  Shield  of  Delaware  plans  for 
electronic  data  interchange. 

Met  with  Bob  Rock  to  review  activities  of 
the  Delaware  Health  Plans  Consortium. 
Blood  Bank  of  Delaware  Board  of 
Directors. 

Delaware  Health  Care  Commission  Moni- 
toring & Oversight  Committee. 

Physicians’  Advocacy  Program  Activities 

Mark  A.  Meister  met  with  Stevens 
Remillard  to  discuss  participating  physi- 
cian agreement. 

Jana  L.  Siwek  held  an  inservice  at  Aetna 
Health  Plan  for  provider  relations  staff. 
Managed  Care  Update  Workshops  were 
held  in  Wilmington  and  in  Dover  and  were 
attended  by  approximately  60  MSD 
members  or  designated  office  staff  mem- 
bers. These  workshops  were  designed  to 
meet  the  needs  of  physicians  who  need  an 
understanding  of  managed  care  contracts 
and  the  managed  care  environment  in 
Delaware.  MSD  is  considering  expanding 
its  efforts  in  managed  care  contract 
evaluation.  Physicians  were  requested  to 
complete  questionnaires  to  help  MSD 
better  assess  its  members’  needs. 
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MSD  Monthly  Activities 


Voluntary  Initiative  Program  Activities 

Referred  110  Medicaid  patients  to  VIP 
participating  physicians. 

Continuing  Medical  Education  Activities 

Sponsored  23  educational  activities  for 
Category  1 credit. 

Major  Meetings 

Medical  Review  Committee 
DELPAC  Board  of  Directors 
Residents’  Section 
Candidates  Night 

New  Castle  County  Board  of  Directors 
Nominating  Committee 
Budget  & Finance  Committee 
Physicians’  Health  Committee 
Physician  Emeritus 


Board  of  Trustees 

Sussex  County  Medical  Society  Quarterly 
Business  Meeting 

Medical  Society  of  Delaware  Insurance 
Services  Board  of  Directors 
Kent  County  Medical  Society 
Committee  on  Aging 
Bylaws  Committee 
Committee  on  Ethics 

Subcommittee  on  Physician  Office  Com- 
puterization Workgroup 
Environmental  and  Public  Health 
Medical  Liability  Insurance  Committee 
Delaware  Academy  of  Physical  Medicine 
and  Rehabilitation 
Psychiatric  Society  of  Delaware 
Pharmacy  Committee 


"UUe  make  the  difference" 


SRLLV  n.  HOOV€R,  fl.P.T. 

PHYSICAL  THCRflPY  ASSOCIATCS 


1. 


2. 


SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP. 


3.  ARTHRITIS  RELATED  DISEASES 

HIP,  KNEE  & FOOT 


4.  SWIM  THERAPY 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 

MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN'S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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